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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Aging and Long-Term Support Administration


R19-049 – INFORMATION
July 12, 2019
	TO: 
	RCS Regional Administrators

RCS Field Managers

RCS Management Team

	FROM:
	Candace Goehring, Director

Residential Care Services

	SUBJECT: 
	ADDITION TO THE INTERMEDIATE CARE FACILITIES FOR INDIVIDUALS WITH INTELLECTUAL DISABILITIES (ICF/IID) STANDARD OPERATING PROCEDURE (SOP) CHAPTER 16

	Purpose:
	To inform staff of an addition to SOP Chapter 16.

	Background:
	· January 2015, RCS developed a pilot project to have written instructions for Standard Operating Procedures (SOPs), replacing the Operational Principles and Procedures (OPPs).  

· ICF/IID developed a new SOP in accordance with the CMS Appendix J guidelines.

· Subsection 16C has been added to Chapter 16.

	What’s new, changed, or

Clarified:
	Subsection 16C contains documentation and process requirements for:

· Statement of Deficiencies (SOD)

· Plan of Correction (PoC)

· Unacceptable PoC

· Facility Revisit Surveys

· Complaints and Investigations

· Required Timelines

· Credible Allegation of Compliance

· Informal Reconsideration/IDR Process/Formal Hearing

· Immediate Jeopardy (IJ)

	ACTION:
	Staff will:

· Review and follow the documentation and process procedures in Chapter 16A and 16C.

	RELATED REFERENCES:
	Appendix J, Appendix Q, Principles of Documentation, ICF/IID Forms

	ATTACHMENTS:
	1. Chapter 16 – ICF/IID

[image: image1.emf]Chapter  16-ICF.IID.pdf



	CONTACTS:
	For questions regarding these processes and procedures, please consult with your immediate supervisor or Shana Privett, ICF/IID Policy Program Manager, at 360-725-2382 
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AGING AND LONG-TERM SUPPORT ADMINISTRATION  


RESIDENTIAL CARE SERVICES  
“Transforming Lives”  


CHAPTER 16 INTERMEDIATE CARE FACILITIES FOR 


INDIVIDUALS WITH INTELLECTUAL DISABILITIES (ICF/IID)  
  


Overview  


The state has facilities designated to participate in the ICF/IID federal Medicaid program. 


These facilities are required to meet federal Conditions of Participation (CoP) when providing 


services to individuals with intellectual disabilities. The CoPs are identified under 42 CFR § 


483.420-460 and federal citation tags:  W102 – Governing Body,   


 W122 – Client Protections,   


 W158 – Facility Staffing,   


 W195 – Active Treatment,   


 W266 - Client Behavior and Facility Practices,   


 W318 – Health Care Services,   W406 – Physical Environment, and   


 W459 – Dietetic Services.   


  


The ICF/IID benefit is an optional Medicaid benefit. The Social Security Act created this benefit 


to fund "institutions" (4 or more beds) for individuals with intellectual disabilities, and specifies 


that these institutions must provide "active treatment," as defined by the Secretary. Currently, 


all 50 States have at least one ICF/IID facility. This program serves over 100,000 individuals 


with intellectual disabilities and other related conditions. Most have other disabilities as well as 


intellectual disabilities. Many of the individuals are non-ambulatory, have seizure disorders, 


behavior problems, mental illness, visual or hearing impairments, or a combination of the 


above.   


  


All must qualify for Medicaid assistance financially. Washington has state funded Residential 


Habilitation Centers (RHC) that house numerous Clients and privately owned ICF/IIDs that 


house fewer Clients. These facilities provide Interdisciplinary Teams (IDTs) of professionals 


that support, identify and develop behavior modification techniques to address behavioral 


difficulties and train those who qualify for extensive training services to gain independent living 


skills. Thus giving them the opportunity to transition into less restrictive type settings.  


 


CMS uses the term “Clients” and “individuals” interchangeably in the State Operating Manual 


(SOM). Throughout the ICF/IID Chapter 16 SOP, “Client” is used.   



https://www.ecfr.gov/cgi-bin/text-idx?SID=8f17c668989d2683aba4d1a9e9cc1c11&mc=true&node=pt42.5.483&rgn=div5

https://www.ecfr.gov/cgi-bin/text-idx?SID=8f17c668989d2683aba4d1a9e9cc1c11&mc=true&node=pt42.5.483&rgn=div5

https://www.ecfr.gov/cgi-bin/text-idx?SID=8f17c668989d2683aba4d1a9e9cc1c11&mc=true&node=pt42.5.483&rgn=div5
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Intermediate Care Facilities must comply with the following Revised Code of Washington  


(RCW), Washington Administrative code (WAC), and the Social Security Act title 19- 1902,  


Title 42 CFR’s. These chapters give Residential Care Services (RCS) the authority to certify 


and investigate reports of abandonment, abuse, financial exploitation, and neglect of 


vulnerable adults. o Federal: 42 CFR § 483.420-460   


o Requirements for States & LTC Facilities  


• Chapter 388-97-2020 WAC  


• Chapter 74.42 RCW  


• Chapter 74.34 RCW  


• Chapter 70.129 RCW  


Subject Matter Experts   


• Shana Privett ICF/IID Policy Program Manager, (360) 725-3282 or 


shana.privett@dshs.wa.gov  


• Gerald Heilinger ICF/IID Field Manager, (360) 725-2484 or  gerald.heilinger@dshs.wa.gov  
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https://www.ssa.gov/OP_Home/ssact/title19/1902.htm#act-1902-a-10-a-i-viii

https://www.ssa.gov/OP_Home/ssact/title19/1902.htm#act-1902-a-10-a-i-viii

https://www.ssa.gov/OP_Home/ssact/title19/1902.htm#act-1902-a-10-a-i-viii

https://www.ssa.gov/OP_Home/ssact/title19/1902.htm#act-1902-a-10-a-i-viii

https://www.ssa.gov/OP_Home/ssact/title19/1902.htm#act-1902-a-10-a-i-viii

https://www.ecfr.gov/cgi-bin/text-idx?SID=8f17c668989d2683aba4d1a9e9cc1c11&mc=true&node=pt42.5.483&rgn=div5

https://www.ecfr.gov/cgi-bin/text-idx?SID=8f17c668989d2683aba4d1a9e9cc1c11&mc=true&node=pt42.5.483&rgn=div5

https://www.ecfr.gov/cgi-bin/text-idx?SID=8f17c668989d2683aba4d1a9e9cc1c11&mc=true&node=pt42.5.483&rgn=div5

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-97-2020

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-97-2020

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-97-2020

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-97-2020

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-97-2020

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-97-2020

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-97-2020

http://apps.leg.wa.gov/RCW/default.aspx?cite=74.42

http://apps.leg.wa.gov/RCW/default.aspx?cite=74.42

http://apps.leg.wa.gov/RCW/default.aspx?cite=74.34

http://apps.leg.wa.gov/RCW/default.aspx?cite=74.34

http://apps.leg.wa.gov/RCW/default.aspx?cite=70.129

http://apps.leg.wa.gov/RCW/default.aspx?cite=70.129





  


  


 


Chapter 16 – Intermediate Care Facilities for Individuals with Intellectual Disabilities               v07.12.2019                 PAGE 3  


Chapter 16 – ICF/IID Index  
  


This section contains the index to Standard Operating Procedures (SOPs) that ICF/IID 


Surveyors and Complaint Investigators are required to follow:      


  


A. Survey Overview   


1. Survey Types  


2. ICF/IID Tracking Tool (Survey and Complaint)  


3. Team Lead Role  


4. Surveyor Conduct and Responsibilities  


  


B. Survey Tasks Overview TBD  


1. Entrance Conference  


2. Task 1: Sample Selection  


3. Task 2: Review Systems to Prevent Abuse, Neglect and Mistreatment  


• Phase one  


• Phase two  


4. Task 3: Focused Observation  


5. Task 4: Required Interviews  


6. Task 5: Drug Pass Observation  


7. Task 6: Inspect All Areas of the Facility Serving Certified Clients  


8. Task 7: Record Review  


9. Consensus 


10. Exit Conference  


  


C. Documentation Overview   


1. Statement of Deficiency (SOD)  


2. Plan of Correction (PoC)  


3. Unacceptable PoC  


4. Facility Revisit Surveys   


5. Complaints/Investigations  


6. ICF/IID Required Timelines  


7. Credible Allegation of Compliance  


8. Informal Reconsideration/IDR Process/Formal Hearing 


9. Immediate Jeopardy (IJ)  


  


D. Alternative Sanction Overview TBD  


1. Considerations  


2. Sanction Options  
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3. Denial of New Admissions/Payments   


4. Directed In-Service Training   


5.  Directed Plan of Correction   


6.  Monitoring  


7.  Temporary Management (Receivership)  


8.  Facility Notifications   


E. Employee Development Overview TBD  


1. Training/Refresher  


2. Skill Building Tools   


Appendix A:  Resources and Forms  


1. ICF/IID Common Abbreviations  


2. Principles of Documentation  


3. Forms  


Appendix B:  Change Log  


  


  


Back to Top                                  


Change Log  
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16A1 – ICF/IID Survey Types  
  


Overview  


The Centers for Medicaid Services (CMS) amended the State Operating Manual (SOM) 


Appendix J (guidelines for surveyors) in 2018. The new guidelines provide for increased 


observation of Client outcomes. Attention is directed to what actually happens to Clients; 


whether the facility provides needed services and interventions; whether the facility ensures 


Clients are free from abuse, mistreatment, or neglect; whether Clients, families and guardians 


participate in identifying and selecting services; whether the facility promotes greater 


independence, choice, integration and productivity; how competently and effectively the staff 


interact with Clients; and whether all health needs are being met. Observation as the primary 


method of information gathering. The procedures below explain survey types and give general 


procedures for surveyors to follow. Specific instructions to all tasks are located in Chapter 


16B.   


  


Survey types  


• Focused fundamental survey  


• Extended survey  


• Full survey   


  


Each survey type has specific tasks that surveyors must complete.  


   


Task assignments  


• Entrance Conference.  


• Task 1 – Sample selection.   


• Task 2 – Review of facility systems to prevent abuse, negligent/mistreatment and how 


the facility resolves complaints.   


• Task 3 – Focused observation.  


• Task 4 – Required interviews with Individuals, family/advocate and direct care staff.  


• Task 5 – Drug pass observation.  


• Task 6 – Visit each area of the facility serving certified Clients.  


• Task 7 – Record review of Clients in the sample.  


• Exit Conference.  


   


A. Focused Fundamental Survey (Task 1 - 3)  


All ICF/IID recertification surveys utilize the focused fundamental survey. In addition to the 


entrance and exit, the focused fundamental survey follows the procedures outlined in tasks 1 


through 3. The focused fundamental survey process utilizes a system centered on 27 “key 



https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_j_intermcare.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_j_intermcare.pdf
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regulations” from 7 of the 8 Conditions of Participation (CoP). Each of the key regulations has 


“corresponding regulations” which are looked at if the key regulation is determined to be out of 


compliance. When the facility is determined to be in substantial compliance with the identified 


key standard, the standards corresponding from the key standard are automatically 


determined as “met” since the key standard could not be compliant otherwise.   


  


B. Extended Survey (Tasks 1 – 3)   


During a focused fundamental survey, if a key standard of a CoP is found to be out of 


compliance, then the survey team will review all corresponding standards under that key 


standard to determine compliance with that condition (i.e., to determine condition-level 


compliance). If the review of the key standard and corresponding standards could result in a 


condition-level non-compliance finding, then the team must survey all the standards within that 


CoP. This review of all the standards within an ICF/IID CoP is known as an extended survey.  


  


C. Full Survey (All 7 Tasks)  


All initial certification surveys require a full survey. For recertification surveys, if the review of 


the key standard and corresponding standards results in a CoP non- compliance finding at  42 


CFR 483.420-460:  


• (W122) Client Protections,   


• (W266) Client Behavior and Facility Practices, or   


• (W318) Health Care Services,   


The survey must convert from the extended survey to a full survey. Full surveys assess 


compliance at all eight CoPs.  


  
Focused Fundamental Survey Procedure  


Surveyors will:  


1. Conduct annual recertification surveys within 12 -15 months of the last survey.  


2. During the focused fundamental survey, the primary method of information gathering is 


observation. Initially spend at least 1 hour of general observations where Clients, using 


First Hour Observation, Attachment F or Surveyor Notes, Attachment V. Conduct 


interviews and record reviews to confirm or provide additional information on any 


concerns identified during observations. Except for the Individual Program Plan (IPP) 


and the Comprehensive Functional Assessment (CFA) for sample Client(s), do not 


conduct an in-depth review of progress notes or historical data unless there is 


suspected non-compliance of a key standard. As a result, the focused fundamental 


survey requires less onsite survey time than the full survey while still providing sufficient 


information regarding the delivery of services by the facility to enable the survey team to 


determine compliance or noncompliance with the CoPs. Expand the Client sample list at 


any time as needed.  



https://www.ecfr.gov/cgi-bin/text-idx?SID=ab7aa5e3a28cb449ff542c47dec36a10&mc=true&tpl=/ecfrbrowse/Title42/42cfrv5_02.tpl#0

https://www.ecfr.gov/cgi-bin/text-idx?SID=ab7aa5e3a28cb449ff542c47dec36a10&mc=true&tpl=/ecfrbrowse/Title42/42cfrv5_02.tpl#0

https://www.ecfr.gov/cgi-bin/text-idx?SID=ab7aa5e3a28cb449ff542c47dec36a10&mc=true&tpl=/ecfrbrowse/Title42/42cfrv5_02.tpl#0

https://www.ecfr.gov/cgi-bin/text-idx?SID=ab7aa5e3a28cb449ff542c47dec36a10&mc=true&tpl=/ecfrbrowse/Title42/42cfrv5_02.tpl#0

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42181

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42181

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42197

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42197
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3. The focused fundamental survey involves the identification of key standards within the 


ICF/IID CoPs from which all other standards correspond. If indicated during the review 


of key standards, cite any of the corresponding standards as needed. Conduct Tasks 1 - 


3 in addition to the entrance conference and exit conference, (sample selection, review 


the facilities system to prevent abuse, and observations).   


4. All surveys will have the required medication observations, Attachment L and the 


required meal observations, Attachment J. 


5. Review the key standard list and if a key standard is out of compliance, review the 


corresponding regulations associated with each key standard. See Appendix J grid for 


details. Review the CoP highlighted in bold and the key standard(s) under each CoP 


shaded in gray. The specified W tags under each shaded key standard are the 


corresponding regulations associated with that key standard. If no significant concerns 


are identified, the survey may conclude. All key standard citations and corresponding 


standard citations must have a Statement of Deficiency (SOD) report written. Conduct 


consensus and the exit conference.  


  
Extended Survey Process Procedure   


Surveyors will:  


1. During a focused fundamental survey, if a key standard of a CoP is found to be out of 


compliance, review all corresponding standards under that key standard to determine 


compliance with that condition (i.e., to determine condition-level compliance). If the 


review of the key standard and corresponding standards could result in a conditionlevel 


non-compliance finding, then decide to survey all the standards within that CoP. This 


review of all the standards within an ICF/IID CoP is the extended survey.  


2. Tasks 1 – 3 will have been completed at this point.  


3. The Team Lead will inform the facility of the extended status. 


4. If there is evidence of non-compliant facility practice, neither the focused fundamental 


nor the extended survey processes preclude the survey team from review of any other 


standards.   


5. If there are no identified CoPs out of condition, and depending on the field manager 


decision, conduct consensus and the exit conference. Write a SOD for all citations at the 


standard/key level.    


6. If there are CoPs out in 42 CFR 483.420-460:  (W158) Facility Staffing,   


• (W195) Active Treatment Services,   


• (W406) Physical Environment and/or   


• (W459) Dietetic Services   


7. Proceed to write a SOD for citations at any citation level (Condition, key, standard) as 


noted.  


  



http://forms.dshs.wa.lcl/formDetails.aspx?ID=42129

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42127

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_j_intermcare.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_j_intermcare.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_j_intermcare.pdf

https://www.ecfr.gov/cgi-bin/text-idx?SID=ab7aa5e3a28cb449ff542c47dec36a10&mc=true&tpl=/ecfrbrowse/Title42/42cfrv5_02.tpl#0

https://www.ecfr.gov/cgi-bin/text-idx?SID=ab7aa5e3a28cb449ff542c47dec36a10&mc=true&tpl=/ecfrbrowse/Title42/42cfrv5_02.tpl#0

https://www.ecfr.gov/cgi-bin/text-idx?SID=ab7aa5e3a28cb449ff542c47dec36a10&mc=true&tpl=/ecfrbrowse/Title42/42cfrv5_02.tpl#0
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Full Survey Process Procedure  


Surveyors will:  


1. If the review of the key standard and corresponding standards results in a CoP 


noncompliance finding at  42 CFR 483.420-460:  


• (W122) Client Protections,   


• (W266) Client Behavior and Facility Practices, or   


• (W318) Health Care Services,   


Then the survey team must convert the extended survey to a full survey.   


2. Review of all of the standards within all eight ICF/IID CoPs. In addition to the entrance 


and exit procedure, follow the procedures outlined in all seven tasks. A full survey is the 


only time CoP Governing Body and Management (W102) is reviewed.  


3. Determine if a full survey needs to be conducted when any one or more of the following 


criteria are met:   


• The survey team is conducting an initial survey;   


• An immediate jeopardy identified;   


• The survey team determines from the extended survey that Condition-level     


deficiencies exist at one or more of the specific CoPs at 42 CFR 483.420-460:  


• (W122) Client Protections,   


• (W266) Client Behavior and Facility Practices, or   


• (W318) Health Care Services; or   


• At the discretion of the Field Manager  


4.  Write a SOD for citations at any level as noted.  


  


Field Manager will:  


1. Train new staff and ensure they are able to demonstrate they understand survey  types 


and procedures.  


2. Determine facility coverage and appoint a team lead for each survey.  


3. Conduct periodic reviews of this procedure to ensure staff are following it correctly.  


4. Request training or clarification from headquarters as needed.   


   


Administrative Assistant 3 will:  


1. Maintain a schedule for recertification surveys on all ICF/IID facilities according to CMS 


guidelines.  


2. Prepare a survey packet of needed documents for the team leader. See Appendix A for 


a list of ICF/IID forms.  


3. Arrange all travel plans for the team.  


4. Maintain current facility certification status in the Tracking Tool Survey and Citations.  


5. Alert the Fire Marshal of the pending recertification survey.    



https://www.ecfr.gov/cgi-bin/text-idx?SID=ab7aa5e3a28cb449ff542c47dec36a10&mc=true&tpl=/ecfrbrowse/Title42/42cfrv5_02.tpl#0

https://www.ecfr.gov/cgi-bin/text-idx?SID=ab7aa5e3a28cb449ff542c47dec36a10&mc=true&tpl=/ecfrbrowse/Title42/42cfrv5_02.tpl#0

https://www.ecfr.gov/cgi-bin/text-idx?SID=ab7aa5e3a28cb449ff542c47dec36a10&mc=true&tpl=/ecfrbrowse/Title42/42cfrv5_02.tpl#0

https://www.ecfr.gov/cgi-bin/text-idx?SID=ab7aa5e3a28cb449ff542c47dec36a10&mc=true&tpl=/ecfrbrowse/Title42/42cfrv5_02.tpl#0

https://www.ecfr.gov/cgi-bin/text-idx?SID=ab7aa5e3a28cb449ff542c47dec36a10&mc=true&tpl=/ecfrbrowse/Title42/42cfrv5_02.tpl#0

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF%20Tracking%20tool%20Surveys%20and%20Citations.pdf

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF%20Tracking%20tool%20Surveys%20and%20Citations.pdf

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF%20Tracking%20tool%20Surveys%20and%20Citations.pdf
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Quality Assurance Review  


1. Review this procedure for accuracy and compliance at least every two years.  


  


   


Back to Top  


Change Log  
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 Chapter 16A2 - ICF/IID Tracking Tool (Surveys/Complaints)  


Overview  


To establish a method of documentation for enforcement decisions and actions for  


Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID). The ICF/IID 


tracking sheet must have all activities below documented.  


  


Procedure  


Surveyor/Complaint Investigator will:   


1. Document deficiency citations (for all survey and complaint investigations) upon which 


an enforcement recommendation is warranted in a Statement of Deficiencies (SOD) on 


CMS form 2567.   


2. Consult with the field manager regarding possible recommendations for enforcement 


actions.  


3. Review the completed SOD with the field manager ensuring adequate time for review, 


prior to the 10 working day requirement for the final SOD delivery to the facility. See 


timelines in the State Operating Manual SOM Chapter 2: section 2728 and 2720C. 


Refer to Chapter 16C4 for procedures on all ICF/IID timelines.  


4. Notify the support staff of all activities and timelines for accurate documentation.   


  


 Field Manager will:  


1. Review, edit and finalize the SOD using the SOD Review Checklist. (Use Complaint 


Checklist for ISR review and Reporting Grid)  


2. Initiate recommendations for enforcement action when the facility is unable to comply 


with the plan of correction requirements.   


3. If recommended, notify the Office Chief and inform Centers for Medicaid/Medicare 


Services (CMS) and/or Health Care Authority (HCA) of the need for an alternate 


enforcement action, within ten (10) working days of the initiation of Denial of  


Payments, Termination and/or Immediate Jeopardy (IJ). See SOM Chapter 2: section 


2141 and Chapter 16D for procedures.  


4. Ensure accurate timelines are enforced and the ICF/IID tracking spreadsheet reflects 


current actions for all surveys and complaint investigations.  


Administrative Assistant 3 will:  


1. Document progression of survey activities and/or complaint investigation activities in 


Tracking Tool Survey and Citations until completion:  


• Include all citations, letter delivery dates, plans of corrections, and credible 


letter of allegations as received.   



https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c02.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c02.pdf

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/SOD%20Review%20Checklist.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/SOD%20Review%20Checklist.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/SOD%20Review%20Checklist.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Complaint%20checklist.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Complaint%20checklist.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Complaint%20checklist.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Complaint%20checklist.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Complaint%20checklist.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Complaint%20checklist.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF-IID%20Reporting%20Grid.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF-IID%20Reporting%20Grid.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF-IID%20Reporting%20Grid.docx

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c02.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c02.pdf

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF%20Tracking%20tool%20Surveys%20and%20Citations.pdf

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF%20Tracking%20tool%20Surveys%20and%20Citations.pdf
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2. Ensure all survey data is reconciled in ASPEN.  


3. Mail letters/documents as required. See AA3 desk manual for details.  


4. Complete Survey and Complaint Investigation Tracking Cover sheet, Attachment CC.  


5. Collect Individual Workload from surveyors monthly.  


6. Complete Survey Certification Workload Report monthly.  


  


Quality Assurance Review  


1. Review this procedure for accuracy and compliance at least every two years.  
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http://forms.dshs.wa.lcl/formDetails.aspx?ID=42144

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42144

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Individual%20Workload%20Form.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Individual%20Workload%20Form.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Individual%20Workload%20Form.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Survey%20Certification%20Workload%20Report.doc

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Survey%20Certification%20Workload%20Report.doc

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Survey%20Certification%20Workload%20Report.doc
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Chapter 16A3 - ICF/IID Team Lead Activities    
  


Overview  


The survey process is complex and time sensitive, requiring structure and leadership. As 


such, the Field Manager (FM) assigns a team lead for each survey to coordinate the survey 


process, give survey team members direction and the facility a point person of contact. Briefly 


outlined below are the responsibilities of the team lead. Formal procedures for all survey 


tasks are located in Chapter 16B.  


Procedure  


The Team Lead will:    


1. Preparation  


• Prior to surveys, develop a Survey Action Plan, Attachment A (or for Investigations, 


Attachment AA and Attachment Z) for the team to follow during the course of the 


survey.   


• Collect the ICF/IID survey packet (see Appendix A, ICF/IID Forms) from the 


Administrative Assistant 3 (AA3).   


• Schedule a team meeting to discuss the survey action plan. Include all team members 


and the field manager. The action plan must include the survey type, entrance 


activities, the estimated exit date and specific information to the facility and team 


member roles.  


2. Entrance  


• Responsibilities include taking the lead at the facility entrance conference. Introduce 


and distribute team lead Identification card (ID) (and ID’s for team members as 


applicable). Ensure your DSHS badge is visible. Inform the facility of the type of survey 


and complete the Entrance Conference Attendance Record, Attachment C. See 


Chapter 16B1 for details.  


• Give the facility an estimate of the length of time for the survey, request the Required 


Provider Survey Documents, Attachment D from the facility and present the facility with 


CMS form 3070G for completion.   


• Work with the facility to determine a survey meeting room and ensure team members 


have keys as needed.    


• Complete Sample Selection, Attachment E and assign each surveyor an equal number 


of sample Clients. See Chapter 16B2 for details.  


• If the field manager does not accompany the survey team to the facility, check in 


periodically with the field manager or office chief, informing them of the progress of the 


survey, relay any concerns or to ask for direction.  


3. Team meetings  



http://forms.dshs.wa.lcl/formDetails.aspx?ID=42174

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42174

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42174

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42175

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42175

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42201

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42201

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42201

http://forms.dshs.wa.lcl/

http://forms.dshs.wa.lcl/

http://forms.dshs.wa.lcl/

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42178

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42178

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42178

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42179

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42179

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42179

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS3070G.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS3070G.pdf

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42177

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42177

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42177
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• During the survey, conduct team meetings as needed. Use Team Notes, Attachment T 


or Surveyor Notes, Attachment V to capture the discussion of potential findings each 


day, as outlined in the survey action plan.   


• Take the lead in communicating with the facility, as needed throughout the survey 


process.   


• For Immediate Jeopardy (IJ) procedures see Chapter 16C5 for details.  


4. Consensus  


• At the end of the week when observation, interviews and record reviews are 


completed, facilitate the team in the consensus process (assessment of compliance). 


See Chapter 16B8 for details.   


• Use the Survey Review Checklist, Attachment X and the Team Lead Summary, 


Attachment Y to ensure all survey tasks are completed and all required documents are 


collected.   


• Respect all team members, giving them the opportunity to voice all viewpoints.   


• The role of the team lead does not include:  


• Making decisions for the team, or   


• To boss, bully or manage  


• After the team consensus process is completed, compose the survey report using 


CMS form 3070H.   


• At the conclusion of the meeting, ensure the facilities conference room is tidy (i.e.  


removing all documents and/or working papers and trash.) Return keys to the facility.  


• Notify the field manager of the findings prior to the exit meeting.   


5. Exit  


• Arrange and conduct the facility exit conference (findings shared with the facility) from  


CMS form 3070H and explain pertinent timelines for the Statement of Deficiencies 


(SOD) arrival and due dates for Plan of Correction (POC). See Chapter 16B9 for 


details.  


• Ensure the facility has a copy of the Client identifier list for reference during the 


meeting. Collect all survey documents before exiting the facility.   


• Ensure all facility staff attending the exit conference sign the Exit Conference Roster, 


Attachment U.  


6. Statement of Deficiencies (SOD)  


• Once off site, facilitate the process of writing the statement of deficiency, CMS form 


2567. Develop and determine a confidential Client and staff list. Complete the ASPEN 


0000 page.   


• While keeping in mind the required timelines, present the final copy on CMS form 2567 


to the field manager for review.  



http://forms.dshs.wa.lcl/formDetails.aspx?ID=42195

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42195

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42195

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42195

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42197

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42197

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42197

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42198

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42198

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42198

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42200

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42200

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS3070H.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS3070H.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS3070H.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS3070H.pdf

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42196

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42196

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf
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• CMS form 2567 must reflect the field manager changes and suggestions and the team 


lead is required to record the SOD in ASPEN. Ensure all team members complete the 


ASPEN 670 page.   


• Finalize the CMS form 2567. Print and give the AA 3 a copy, who will send the SOD to 


the facility and notify them on or before the 10th working day after the survey exit date. 


See Chapter C1 for details.  


7. Plan of Correction (POC)  


• When the survey unit obtains a POC from the facility for all of the citations noted on 


the CMS form 2567, ensure it contains the required elements (see Chapter C1A) and 


notify the facility of acceptance of the POC. (Note – the facility is not required to record 


their POC on the CMS form 2567)  


• If the POC does not contain the required elements, discuss concerns with the field 


manager and notify the facility to ensure they send a corrected version of the POC. 


See Chapter C1B for details.  


8. Complaint surveys  


• During complaint surveys, the surveyor who is conducting a complaint survey will carry 


out all of the responsibilities that are typically the responsibility of the survey team and 


the survey team lead. See RCS SOP Chapter 20 for details.  


  


Field Manager will:  


1. Train new staff and ensure they are able to demonstrate they understand the procedure.  


2. Conduct periodic reviews of this procedure to ensure staff are following it correctly.   


  
Quality Assurance Review  


1.  Review this procedure for accuracy and compliance at least every two years.  


  


  


Back to Top                                          
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https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.dshs.wa.gov/sites/default/files/ALTSA/rcs/documents/SOP/Complaint%20Investigations.pdf

https://www.dshs.wa.gov/sites/default/files/ALTSA/rcs/documents/SOP/Complaint%20Investigations.pdf

https://www.dshs.wa.gov/sites/default/files/ALTSA/rcs/documents/SOP/Complaint%20Investigations.pdf
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Chapter 16A4 – ICF/IID Surveyor Conduct  


 Overview  


ICF/IID surveyors represent the Centers for Medicaid Services (CMS) and must act 


professionally. Facility staff closely monitor surveyor conduct during all surveys and complaint 


investigations. The following outlined Standard Operating Procedure (SOP) is the expectation 


for all ICF/IID surveyors while on site, at any facility.  


For Clients residing in ICF/IID facilities, having a survey team in their home can be disruptive. 


To reduce disruption and honor each Client’s dignity, follow the procedure outlined below.  


  


Procedure  


The ICF/IID Surveyor Professional Guidelines:    


1. Dress and communicate professionally at all times. Ensure your DSHS badge is 


visible. Do not talk “down” to staff or argue. If problems arise, discuss concerns at 


a private location.   


2. Observe Client(s) in all of the areas the Client(s) spend time, including off 


campus.  


3. Schedule time to observe special training programs that are critical to the Client’s 


development. Proper observation procedure:                   


Use observation time to determine if the Client’s training is consistent  at 


all appropriate times throughout the day. Observations of meal times, 


Client’s communication with staff and others, behavior interventions, 


and routine activities should reflect a consistent pattern of interactions.  


Additional observations within similar situations, locations, or activities may be 


necessary to identify a systemic deficient practice as opposed to an isolated 


incident.  


• Remain as nonobtrusive as possible.   


• Do not give status updates to staff.   


• Do not assist the direct care staff in activities (i.e., do not assist a Client in a 


wheelchair to an activity at staff request).   


• Introduce yourself to Clients and staff.   


• Always attempt to be out of the way of Client activities. However, ensure you are 


able to observe as needed. Do not stand in doorways, or sit where the Client 


usually sits.    


• Do not accept gifts or snacks.   


• Do not interfere in the activities of the Clients unless they are clearly in danger. 


Examples may be:  







  


  


 


  Chapter 16 – Intermediate Care Facilities for Individuals with Intellectual Disabilities           v07.12.2019  PAGE 16  


o The nurse is about to give a Client the wrong medicine. (Interfere in the 


medication process and alert the nurse)  


o A Client has fallen and in need of immediate first aid and there is no staff  


available. (Help the Client, call 911)  


o You witness an assault between staff and a Client. (Call for help and remain  


present until help arrives to protect the Client)  


o A Client is about to touch a hot stove unattended. (Attempt to block the area so 


the Client is protected)  


4. Show respect for the Client’s home and privacy. As a courtesy, always request 


permission before entering a bedroom or bathroom, as well as clinical exam 


rooms and dental offices.  


How to determine permission:  


Clients may or may not be able to give verbal permission. Many Clients are non-verbal.  


Determine if the Client is indicating a clear “yes” or “no” by nodding their head or using 


a hand gesture. With permission, enter the room. If not, do not enter the room. Attempt 


to do the environmental check of the bedroom when the Client is away from the house.  


If information is available elsewhere, do not observe activities in which Clients are 


undressed unless that observation is essential to the assessment of facility compliance. 


If observations of personal care must occur but the facility staff are uncomfortable 


allowing observations, discuss the issue with the house charge. If difficulties continue, 


go to the team lead outlining the importance of the observation and report to the field 


manager.   


When observing a Client in their room, it is advised to ensure direct care staff are 


present at all times if possible, however if observing a Client in their room when staff 


are not present, ensure that sufficient safeguards are present to prevent any 


appearance of impropriety on the surveyor’s part. Refer to the Dignity and Respect 


examples Attachment DD.  


5. For Clients who are working in competitive employment sites, ask the Client’s permission 


to visit that site. If the Client is unable to communicate, discuss with facility staff the 


advisability of visiting the competitive site. The intent is not to interfere with the Clients 


work and to be non-intrusive. If the Client works at a restaurant as an example, the 


surveyor may visit the work site as a “customer” to observe the work environment. If an 


interview is necessary with the Client’s supervisor or support person, conduct the 


interview in a private area.  Upon arriving at the area, introduce yourself to the Client and 


the staff and explain the purpose of the visit.  


6. Remain open minded, respectful of staff and assist other team members as needed.  


7. During observations, use forms:  1st Hour Observation, Attachment F; Meal Observation, 


Attachment J; Medication Pass, Attachment L; and Surveyor Notes, Attachment V.   



http://forms.dshs.wa.lcl/formDetails.aspx?ID=42180

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42180

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42180

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42181

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42181

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42181

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42185

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42185

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42187

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42187

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42187

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42197

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42197

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42197
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8. During record reviews, use Surveyor Notes, Attachment V. Do not direct staff to do work 


for you (i.e.: make copies, retrieve files, etc.). The survey process is a collaborative 


interaction between surveyors, facilities and their staff.  


9. During interviews, use Sample Client Interview and Observation Worksheet, Attachment I 


or Surveyor Notes, Attachment V.   


10. Discuss the facts, do not intimidate staff or argue. Do not give your opinion on how to fix a 


problem or system. Outline the deficiency giving clear, observational information and 


record review findings.  


11. Maintain a Survey Tracking Log, Attachment B of working hours and complete the ASPEN 


670 hours.  


12. Develop the Individual Workload Report and give to the AA3.  


13. Refer to Chapter 18 For All Settings, for further information as needed.  


  


Field Manager will:  


1. Train new staff and ensure they are able to demonstrate they understand the procedure.  


2. Conduct periodic reviews of this procedure to ensure staff are following it correctly.   


  
Quality Assurance Review   


1. Review this procedure for accuracy and compliance at least every two years.  
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http://forms.dshs.wa.lcl/formDetails.aspx?ID=42197

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42184

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42184

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42184

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42184

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42197

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42197

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42197

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42176

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42176

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42176

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Individual%20Workload%20Form.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Individual%20Workload%20Form.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Individual%20Workload%20Form.docx

https://www.dshs.wa.gov/sites/default/files/ALTSA/rcs/documents/SOP/Across%20All%20Settings.pdf

https://www.dshs.wa.gov/sites/default/files/ALTSA/rcs/documents/SOP/Across%20All%20Settings.pdf
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  Chapter 16C – Intermediate Care Facilities for Individuals 


with Intellectual Disabilities (ICF/IID) Documentation  
(SOD, PoCs, Revisits, Timelines, IDR and IJs) 


 
Overview  


This section contains the Standard Operating Procedures (SOP) that direct survey staff on 
documentation procedures, visitation schedules and other timetables involving ICF/IID 
facilities. 


Authority 


 RCW Chapter 34.05 Informal Settlement 


 RCW 18.51 Enforcement Standards 


 Chapter 74.42 Minimum Operating Standards 


 RCW 74.34 Vulnerable Adults, Protection from Abuse 


 RCW Chapter 70.129 Resident Rights 


 SSA 1902 , 1905 (2)(d)Social Security Act 


 WA State Plan under Title XIX of the Social Security Act 


 42 CFR 440.150 ICF/IID Services 


 42 CFR 483 Public Health/DSHS 


 (SOM) Chapter 2 and SOM Chapter 3 State Operating Manual 


 Appendix J Centers for Medicaid Services (CMS) ICF/IID Survey Procedure 


 Appendix Q - IJ CMS IJ Procedure 


 WAC Chapter 388-97 and WAC 388-111 ICF/IID/RHC Requirements 
  


Subject Matter Experts 


Shana Privett, ICF/IID Program Manager: 360-725-2382 or privesr@dshs.wa.gov 
Gerald Heilinger, ICF/IID Field Manager: 360-725-2484 or HeiliGL@dshs.wa.gov 
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http://app.leg.wa.gov/rcw/default.aspx?Cite=34

http://app.leg.wa.gov/RCW/default.aspx?cite=18.51

http://app.leg.wa.gov/RCW/default.aspx?cite=74.42

http://app.leg.wa.gov/RCW/default.aspx?cite=74.34

http://app.leg.wa.gov/RCW/default.aspx?cite=70.129

https://www.ssa.gov/OP_Home/ssact/title19/1902.htm#act-1902-a-31

https://www.hca.wa.gov/about-hca/apple-health-medicaid/medicaid-title-xix-state-plan

https://www.ecfr.gov/cgi-bin/text-idx?SID=aa206a8d69bb936fa4162189c48f290b&mc=true&node=se42.4.440_1150&rgn=div8

https://www.ecfr.gov/cgi-bin/text-idx?SID=b29c1a002e95790866dabef4e39f79a3&mc=true&tpl=/ecfrbrowse/Title42/42cfr483_main_02.tpl

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c02.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_j_intermcare.pdf

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/QSO19-09-ALL.pdf

http://apps.leg.wa.gov/wac/default.aspx?cite=388-97

https://apps.leg.wa.gov/wac/default.aspx?cite=388-111

mailto:privesr@dshs.wa.gov

mailto:heiligl@dshs.wa.gov
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Documentation Index 


 
1. Statement of Deficiencies (SOD)  


2. Plan of Correction (PoC) 


3. Unacceptable PoC 


4. Facility Revisit Surveys 


5.  Complaints and Investigations 


6.  Required Timelines 


7. Credible Allegation of Compliance 


8.  Informal Reconsideration/IDR Process/Formal Hearing 


9.  Immediate Jeopardy (IJ)  
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Overview 


When a facility is out of compliance with any regulations, Conditions of Participation (CoPs), 
and/or Immediate Jeopardy (IJ), during a survey or complaint investigation, a Statement of 
Deficiency (SOD) is written on CMS Form 2567 .  
 
Off-site Documentation and SOD Development Procedures  


Surveyor/Complaint Investigator will: 


1. Complete all data collection such as interviews or further record reviews. 
2. Review the pertinent findings and confirm analysis of deficiency citations referring to 


Appendix J to ensure the reference tags match. 
3. Consider any existing or previous enforcement action from a previous inspection. (Is there a 


previous PoC that the facility should have resolved the problem, etc.?)   
4. Confer with the Field Manager (FM) as needed.  
5. Follow the Principles of Documentation for ICF/IID when writing the SOD. 
6. If there are deficient practices identified, complete the following procedures and divide the 


duties among individual team members: 
i. Finalize the numbered Client Sample Selection, Attachment E; 
ii. Finalize the lettered staff list (use identifiers); 
iii. Designate W-tags and/or Code of Federal Regulations (CFRs) that will be cited 


in the report(s); 
iv. Document the failed (deficient) practice statements in relation to cited statutes 


and regulations following the Principles of Documentation; 
7. Complete page one on the SOD using guidelines and examples from ASPEN 0000 page entering 


Initial comments in ASPEN.  
8. Reference findings from one key deficiency citation to other cascading findings when there is a 


direct cause and effect relationship to the deficient practices described. 
9.  Document any corresponding Washington State statutes and regulations at the end of each 


W-tag citation if needed.     
10. When more than one team member participates in the survey, meet with the team to 


review, edit, and finalize the SOD.  
11. Coordinate completion of the review and approval of SOD report with the FM. Submit the 


completed SOD, Client and staff list to the FM for approval prior to the 10 working days 
deadline of the survey exit date.  


12. If there are significant changes to the potential problem areas identified at the exit meeting,   
inform the facility administrator of the changes prior to sending out the completed SOD. 


13. Submit the approved SOD to the Administrative Assistant 3 (AA3). The facility is to receive the 
SOD within 10 working days of the exit from the facility (within two working days for an IJ).   


CHAPTER 16C1 – ICF/IID STATEMENT OF DEFICIENCIES (SOD) 



https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_j_intermcare.pdf

https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/documents/NH%20Enf%20Principles%20of%20Documentation.doc

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42119

https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/documents/NH%20Enf%20Principles%20of%20Documentation.doc

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Initial%20Comments%20-%20Example.doc
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14. If it is determined that the facility is noncompliant with the Federal Regulations, enter the 
information in ASPEN on CMS Form 2567. See ASPEN Central Office (ACO) Procedure 
Guide and/or ASPEN System (ACTS) Procedure Guide: ASPEN CO-ASPEN ACTS; Enter 
Complaints in the TIVA System. 


15. For IJ Findings, see SOM Appendix Q - IJ for further details.                                     
 
Field Manager will: 
1. Review the SOD to determine if a sufficient basis exists to support the recommended 


deficiencies, enforcement action, or both. 
2. Use “Components to be Documented in a Deficiency Citation” SOD Review Checklist in  


Principles of Documentation routinely for quality assurance purposes and Complaint Checklist 
for complaints. 


3. Confer with Office Chief to consider alternate remedies. 
 
Administrative Assistant 3 will: 
1. Draft the appropriate notice in ASPEN.   
2. Send the approved SOD report, sample Client list, and cover letter to the facility within 


ten (10) working days of the exit date (within two working days for an IJ). 
3. Send the completed SOD and notice letter to the state Long Term Care Ombuds office. 
4. Notify applicable parties (i.e. HCS, DDA, MH, Ombuds, AAG, etc.) of alternate sanction 


action initiated, via email distribution of the applicable enforcement letter. 
5. Document activities on the Tracking Tool Surveys and Citations. 
6. Collect completed survey packets and send to RCS Central Office Unit for storage.  
 
Amendment of Statement of Deficiencies 


Surveyor/Complaint Investigator will:  
1. Upon direction by the FM, incorporate changes into the SOD report in ASPEN. 
2. Submit to the FM for final approval. 
3. Once approved by the FM, print a copy for the AA3. 
 


 Field Manager will: 
1. Review, and approve the amended SOD. 
 
Administrative Assistant 3 will: 
1.  Draft the approved cover letter in ASPEN.   
2. Notify applicable parties (i.e. HCS, DDA, MH, Ombuds, AAG, etc.) of action initiated, via 


email distribution if applicable. 
3. Complete Survey and Complaint Investigation Tracking Cover sheet, Attachment CC.  
4. Document activities on the Tracking Tool Surveys and Citations. 
5. Collect complete survey packets and send to RCS Central Office Unit for storage.  


Quality Assurance Review 
1. Review this procedure for accuracy and compliance at least every two years. 
Back to Top                   Change Log 



https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

https://web.qiesnet.org/aspen/#skip

http://intra.altsa.dshs.wa.gov/videos/TIVANavigate/story.html

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/QSO19-09-ALL.pdf

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/SOD%20Review%20Checklist.docx

https://www.dshs.wa.gov/sites/default/files/ALTSA/hcs/documents/NH%20Enf%20Principles%20of%20Documentation.doc

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Complaint%20checklist.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF%20Tracking%20tool%20Surveys%20and%20Citations.pdf

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42144

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF%20Tracking%20tool%20Surveys%20and%20Citations.pdf
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Overview 


Following the survey process and upon receipt of the SOD, the facility must develop a Plan of 
Correction (PoC) to address all stated deficiencies outlined in the SOD within 10 calendar days 
of receipt of the SOD. Regulations allow certification of ICF/IID facilities with deficiencies at 
the standard level “only if the facility has submitted an acceptable PoC for achieving 
compliance within a reasonable period of time acceptable to the Secretary.” Failure to submit 
a PoC could result in termination of the facility agreement.  
 
Decisions on acceptance of the PoC by the survey team must occur within 5 working days of 
receipt by RCS.  
 
In the event of noncompliance with the Condition of Participation (CoP), a “credible allegation 
of compliance letter” is required in addition to a PoC and an unannounced revisit occurs. See 
Chapter 16C7 for details. For all remaining deficiencies, determine compliance by the 
information located in the PoC.  
 
The facility has no longer, than 60 calendar days to implement the PoC and correct the 
deficiency. The correction date for a specific deficiency may be less depending on the 
circumstances of the deficiency.  
 
Procedure 
 
Surveyor/Complaint Investigator will: 
1. Review the PoC within 5 working days of receipt of the PoC. 
2. An acceptable PoC must contain the following elements:  


• The plan for correcting the specific deficiency cited. The plan should address the 
internal facility processes that lead to the deficiency being cited;   


• The procedures for implementing the plan of correction for the specific deficiency 
cited;  


• The monitoring procedure to ensure that the plan of correction is effective and that 
specific deficiency cited remains corrected and in compliance with the regulatory 
requirements; 


• The title of the person responsible for implementing the plan of correction.  
3. PoCs must be specific and realistic, stating exactly how the correction to the deficiency 


occurred. The administrator, or other authorized official, must sign and date the PoC. 
Additional documentation attached to CMS Form 2567 is acceptable. All deficiencies 
corrected since the survey, must have the corrected date on the form. 


4. Do not routinely accept dates for correction at 60 calendar days. If a corrected deficiency 
is possible well before 60 calendar days, then the correction date should reflect that. 


Chapter 16C2 – ICF/IID Plan of Correction (PoC) 



https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf
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5. Discuss the decision with the field manager. Determine possible revisits as needed. 
6. If the PoC is acceptable (depending on a paper review and/or onsite revisit if needed), 


complete the CMS Form 2567B in ASPEN. 
7. If the PoC is not acceptable, see Chapter 16C3 for procedures. 
8. Report the decision to the Administrative Assistant 3 (AA3) for documentation. 


 
Field Manager will: 
1. Review and determine if the PoC is acceptable.  
2. Determine if a revisit for standard level citations are needed.  
3. Inform the team of a final decision.  
4   If the facility requests additional time to develop the plan, inform the facility that they are 


obligated to complete the PoC as precisely as present information permits, and that a 
more specific plan follows, as early as possible. Advise the administrator to return the 
PoC to the survey unit promptly. 


5.  Inform the facility administrator that within 90 calendar days of the last day of the survey, 
the law requires that CMS Form 2567 is available for disclosure to the public. (Note- this 
information may be included in the SOD cover letter)   


 
Administrative Assistant 3 will: 


1.  For PoCs that arrive after the 10th calendar day (or the next working day if that day falls 


on a weekend or holiday), call the facility administrator (or designee) on the 10th calendar 
day (or next working day) and ask them to submit the documentation to the department 
within 24 hours. 


2. Complete documentation of the date of the PoC and the team’s decision to accept the 
PoC in the Tracking Tool Surveys and Citations. 


3. Complete Survey and Complaint Investigation Tracking Cover sheet, Attachment CC.  
4. The facility may submit evidence of correction or a modified PoC to the survey team at 


any time. Retain a copy of the material in the certification file and forward the original to 
the central office as appropriate.  


5.   Mail letters/documents as determined from ASPEN. 


 Quality Assurance Review 
1.    Review this procedure for accuracy and compliance at least every two years. 
 


Back to Top                                                             
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https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567B.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF%20Tracking%20tool%20Surveys%20and%20Citations.pdf

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42144
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Overview 


If the PoC is not acceptable, the facility must submit a revised PoC within five calendar days 
of notice. 
 
Generally, the facility makes changes to the PoC. The survey team does not amend a PoC 
without the facility’s concurrence. The facility must sign changes to a PoC. However, if the 
adjustments required to the PoC are minor in nature (e.g., the facility failed to include a date 
for one of several deficiencies), the survey team may contact the facility by telephone, make 
the necessary adjustments on CMS Form 2567 and then submit the change to the facility. 
 
Procedure 


Surveyor/Complaint Investigator will: 
1. Review the PoC within 5 working days of receipt. Determine why the PoC is not 


acceptable and discuss the concerns with the Field Manager (FM). 
 


Field Manager will: 
1.  Ensure staff understand the PoC process as outlined in this SOP. 
2. Notify the facility administrator or designee by phone regarding the unacceptable PoC 


and review the concerns with them. Inform the facility they must revise the PoC to ensure 
it has all of the required elements and return it to the survey unit. 


3. Conduct periodic reviews of this procedure to ensure staff are following the SOP 
correctly. 


Administrative Assistant 3 will: 
1. Produce a “not acceptable” PoC letter for the FM signature.  
2. Send via certified mail the “not acceptable” PoC letter to the facility. 
3. Document the sent date of the letter in the Tracking Tool Surveys and Citations. 
4. Once the corrected PoC arrives, document the date in the Tracking Tool Surveys and 


Citations and forward the PoC to the survey team for review. 
5. Complete Survey and Complaint Investigation Tracking Cover sheet, Attachment CC.  


Quality Assurance Review 
1. Review this procedure for accuracy and compliance at least every two years. 
 


Back to Top                                                            


Change Log 


Chapter 16C3– Unacceptable Plan of Correction (PoC) 



https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

http://intra.altsa.dshs.wa.gov/rcs/icfiidforms.htm

http://intra.altsa.dshs.wa.gov/rcs/icfiidforms.htm

http://intra.altsa.dshs.wa.gov/rcs/icfiidforms.htm

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42144
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Overview 


When a facility has been found to be out of compliance and submits an acceptable Plan of 
Correction (PoC), a revisit determines if the facility has regained compliance. The revisit 
survey will focus on the regulations cited as non-compliant.  
 
The facility’s PoC is a guide to begin the revisit process at the facility, but the revisit survey 
purpose is to determine compliance with the cited regulations. 
 
Appropriate PoCs received for all standard level citations may not require a revisit survey. 
The field manager will make the determination.  
 
Failure of a facility to comply with one or more Conditions of Participation (CoP) requires a 
revisit. Any facility that does not comply with all of the CoPs is considered limited in its 
capacity to furnish services at an adequate level or quality. Compliance with all CoPs is 
required for certification. 


 
When the facility has a revisit survey and they have failed to implement the PoC or credible 
letter of compliance, adverse actions continue, based on findings of the first survey and the 
findings of the revisit. If at the time of the revisit the facility complies with the requirements 
forming the basis for the original termination, but has new deficiencies that are also grounds 
for termination, a new termination process commences with the revisit. See Chapter 16D for 
details. 


 
Procedure 


The Surveyor/Complaint Investigator will: 
1. Review the PoC with the FM and determine the need for a revisit survey or if compliance 


can be determined without a revisit.    
2. If the PoC is acceptable for standard level citations and no revisit is necessary per field 


manager, complete the post-certification revisit report, CMS Form 2567B in ASPEN.  
3. If a revisit survey is needed, the team lead from the original survey (or the complaint 


investigator) will write a revisit Survey Action Plan, Attachment A or Complaint Survey 
Action Plan, Attachment Z and select a team (if necessary) to include members from the 
original survey, and brief the team on the action plan.  


4. Conduct the revisit survey (see Chapter 16B for related tasks) and determine if the facility 
complies with the cited regulations and the PoC. 


5. If conducting a revisit survey or follow-up to an investigation (and the FM has approved of 
an on-site revisit) use the PoC to determine if the facility is back in compliance. Explore 
each step of the facilities PoC by observing practices and/or collecting the needed 


 


 
Chapter 16C4 –    ICF/IID Facility Revisit Survey 



https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567B.pdf

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42116

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42143
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documentation. Since the deficient practice relates directly to the PoC, by determining if 
the PoC is implemented and working correctly, the citation can be considered corrected 
and the citation can be closed.  


6. Upon completion of the survey, the team leader determines if the facility complies with 
federal regulations or not, and conducts an exit conference. 


7. If regulations are not in compliance, develop a new SOD with a CMS Form 2567. If 
regulations are back in compliance, a post-certification revisit report, CMS Form 2567B is 
completed. 


 
The Field Manager will: 
1.  Review the facilities PoC and determine if a revisit is necessary. 
2.  Consult with the team lead regarding the revisit survey action plan and team    formation. 


 
Administrative Assistant 3 will: 
1.  Complete documentation in the Tracking Tool Surveys and Citations. 
2.  Complete Survey and Complaint Investigation Tracking Cover sheet, Attachment CC.  
3.  Mail letters/documents as determined from ASPEN. 
 
Quality Assurance Review 
1. Review this procedure for accuracy and compliance at least every two years. 
 
 


Back to Top                                                             
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 Revisit/Date of Compliance Grid 
Revisit 
#  
 


Noncompliance with a 
PoC for standard/key 
level citations 


Noncompliance at 
Condition of Participation 
level (CoP)  
 


Continued 
noncompliance at 
CoP or IJ  


Noncompliance 
continues  
 


Any 
noncompliance  
 


1st 
Revisit 


1. Compliance is 
certified as of the latest 
correction date on the 
approved PoC. No 
revisits necessary, 
unless determined by 
the field manager that a 
revisit is needed to 
verify compliance.  
 
2. When a PoC is 
accepted with no 2nd 
onsite revisit, 
compliance is certified 
as of the date confirmed 
by the PoC. 
(SOM Chapter 2 
section 2732 A, B)  
  


 


1.  A 2nd onsite revisit is 
required with an acceptable 
credible allegation of 
compliance letter (before 
the 45th day) to 
determine/verify if 
acceptable evidence is 
provided.   
 (SOM Chapter 3 section 
3016A, 3038B) 
 


1. A 2nd onsite 
revisit is required.  
  
2. Acceptable 
credible allegation 
of compliance 
letter (before the 
45th day) and 
evidence is 
required if the 
facility wants a 
date earlier than 
that of the 2nd 
onsite revisit to be 
considered for the 
compliance date. 
(SOM 3012)  
 
3. IJ –– continues 
on termination 
track (SOM 


Chapter 3 section 
3010B & Appendix 


Q - IJ) 


1. A 2nd onsite 
revisit is required.  
  
2. Acceptable 
evidence is 
required if the 
facility wants a 
date earlier than 
that of the 2nd 
onsite revisit to 
be considered as 
the compliance 
date.   
(SOM 3026C) 
 
3. IJ – continues 
on termination 
track (SOM 


Chapter 3 
section 3010B & 
Appendix Q - IJ) 


 


 


2nd 
revisit 


 CMS must approve 2nd 
onsite revisit: Compliance 
is certified as of the date of 
the 2nd onsite revisit 
(between the 46th - 90th 
day) or the date confirmed 
by the acceptable evidence, 
whichever is sooner. 
(SOM Chapter 3 section 


3020A2) 


CMS must approve 
2nd onsite revisit: 
Compliance is 
certified as of the 
date of the 2nd 
onsite revisit or the 
date confirmed by 
the acceptable 
evidence, 
whichever is 
sooner. 


As of the 55th day 
of 
noncompliance, 
forward 
documentation 
to CMS. 
As of the 60th 
day, Denial of 
payment letter is 
sent and 
opportunity for 
informal hearing. 


  1.  A remedy 
must be imposed 
if not already 
imposed.  
  
2. Either conduct 
a 3rd onsite 
revisit (per CMS 
approval) and/or 
proceed to 
termination.   


A 3rd REVISIT IS NOT ASSURED AND MUST BE APPROVED BY THE HCA and/or CMS 


3rd 
revisit   


Compliance is certified 
as of the date of the 3rd 
onsite revisit.   


   Proceed to 
termination 
(SOM Chapter 3 


section 3018) 
Examples of acceptable evidence may include, but are not limited to:                                           Givens:                                


• An invoice or receipt verifying purchases, repairs, etc.                                     • An approved PoC is required whenever there is noncompliance; 
• Sign-in sheets verifying attendance of staff at in-services training.                • Remedies can be imposed anytime for any level of noncompliance; 
• Interviews with more than 1 training participant about training.                   • Onsite revisits can be conducted anytime for any level of noncompliance.  
• Contact with resident representative, e.g., when dignity issues are involved. 


 


 



https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c02.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/QSO19-09-ALL.pdf

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/QSO19-09-ALL.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/QSO19-09-ALL.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf
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Overview 


All DSHS staff are designated mandated reporters and are legally required to report any 
suspicion of abuse, abandonment, neglect, or financial exploitation of a vulnerable adult. 
Calls to the Complaint Resolution Unit toll-free hotline at 1-800-562-6078, or email to 
CRU@dshs.wa.gov to generate reports that require investigations. People who are not 
mandatory reporters are also strongly encouraged to report abuse. For types of physical 
assault, see RCW 74.34.035(4). 
 
The ICF/IID program is unique in that all surveyors conduct both complaint investigations 
and facility surveys. 
 
Because of potential abuse, surveyors investigate individual complaints for all Clients living 
in ICF/IID facilities. Surveyors look at the facility’s investigative system, how thorough their 
investigations are, how facilities support the victim, their plans to prevent further abuse, and 
whether the facility complies with all of the required federal regulations.  
 
Procedure 


Surveyor/Complaint Investigator will: 
1. Follow all procedures as outlined in RCS Standard Operating Procedure (SOP) Chapter 


20 (Complaint Investigations) and: 
2. Use the ICF/IID Complaint Survey Action Plan, Attachment Z, Complaint Allegation, 


Attachment AA or Surveyor Notes, Attachment V to prepare for the visit.   
3. Upon entrance to the facility, do not disclose the nature of the complaint. After identifying 


yourself, the surveyor may request a computer printout of incident reports within the last 
30-90 days. 


4. With a requested printout, look for patterns and/or trends. Request additional complaints 
as appropriate for the current investigation. 


5. Highlight the investigative files you will be reviewing. Ask the facility administrator will 
retrieve the requested files for you and request an area to review the files. 


6. From the investigative file(s), only make copies of pertinent information to assist you in 
the investigation.  


7. Replace all original documents in the correct file and in the correct order as was found. 
8. Return all files back to the facility for storage. 
9. Begin your investigation. Document actions and activities on Surveyor Notes, Attachment 


V and provide a copy of Vulnerable Adult Statement of Rights (VASOR) DSHS 16-234A 


for ICF/IID that are RHCs (Rainier School, Lakeland Village and Fircrest) or DSHS 16-
234 for non-RHC ICF/IIDs when interviewing Clients for abuse, neglect or mistreatment, 
documenting if the VASOR was given or not and the reasons in the working papers. 
Refer to Chapter 20 for specific instructions. 


                                          Back to Top                                                            Change Log 


Chapter 16C5 –   ICF/IID Complaints and Investigations 



https://www.dshs.wa.gov/altsa/home-and-community-services/who-vulnerable-adult

mailto:CRU@dshs.wa.gov

http://apps.leg.wa.gov/rcw/default.aspx?cite=74.34.035

https://www.dshs.wa.gov/sites/default/files/ALTSA/rcs/documents/SOP/Complaint%20Investigations.pdf

https://www.dshs.wa.gov/sites/default/files/ALTSA/rcs/documents/SOP/Complaint%20Investigations.pdf

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42143

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42117

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42139

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42139

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42139

http://forms.dshs.wa.lcl/formDetails.aspx?ID=17939

http://forms.dshs.wa.lcl/formDetails.aspx?ID=11771

http://forms.dshs.wa.lcl/formDetails.aspx?ID=11771

https://www.dshs.wa.gov/sites/default/files/ALTSA/rcs/documents/SOP/Complaint%20Investigations.pdf
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10. Conduct an exit conference with at least one administrative staff from the facility. 
11. Once back at the office, document actions and dates of the investigation on your personal 


complaint-tracking sheet and in the TIVA, ACTS and ACO tracking systems. 
12. Write SOD if needed and route according to timelines.  


 
Field Manager will:  
1.  Review and assign complaints to surveyors/complaint investigators for investigation. 


Determine if the priority is correct for the incident or whether to change the complaint 
priority to a Quality Review (QR). Refer to the ICF/IID Reporting Grid for assistance.  


2.  Monitor staff activities to ensure initiation of investigations are timely. 
3.  Review SODs as needed. 


 
Administrative Assistant 3 will: 
1. Complete documentation of the facility activity in the Tracking Tool Surveys and Citations. 
2. Mail letters/documents (SOD, VASOR) as determined from ASPEN and SOPs. 
3. Complete Survey and Complaint Investigation Tracking Cover sheet, Attachment CC.  


 
Quality Assurance Review 
1. Review this procedure for accuracy and compliance at least every two years. 
 


Back to Top                                                            
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http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF-IID%20Reporting%20Grid.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF%20Tracking%20tool%20Surveys%20and%20Citations.pdf

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42144
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Overview 


ICF/IID certification/recertification/complaint deficiencies have several levels.  
 


 Standard level citations 


 Condition of Participation (CoP) level citations 


 Immediate Jeopardy (IJ) level of citations 
 


There are federal requirements and timelines for each level and specific revisit schedules. 
Standard level citations may not require a revisit with an acceptable PoC (unless directed by 
the Field Manager (FM)).  
 
Exit conferences are a curtesy and not always promised. The day the team exits the facility 
is considered the date of the survey. The following day begins day one of the 10 business 
day tracking, as required by CMS. Below are described timelines and procedures.  
 
Surveys with Conditions of Participation that are out of compliance 
CoP Unmet Chart - Visual Flow Chart 
 
If there is not an immediate jeopardy to Client health or safety, the survey team uses the 
following schedule:   
 
1. Date of Survey - Regardless of when the exit conference is held, the date of the survey 


is the date on which the survey team left the facility.  
  
2.  Tenth Working Day – On the tenth working day, (day one begins following the day the 


team exits from the facility); the survey team sends the Statement of Deficiencies (SOD) 
CMS Form 2567 containing the deficiencies to the facility and HCA and/or CMS. The 
survey team informs the facility in writing that there is a determination of noncompliance 
and that it is recommending termination to be effective within 90 calendar days from the 
date of the survey. The recommended termination date is included in the letter.   


 
     The survey team informs the facility that the termination process provides an opportunity 


to make corrections and achieve compliance. This opportunity allows the facility ten 
calendar days to complete and return a Plan of Correction (PoC) on the CMS Form 2567. 
The field manager gives notice in the letter with the SOD that they will make a revisit 
within 45 calendar days of the survey if they receive a credible allegation of compliance 
(see Chapter 16C7 for details).  


 


Chapter 16C6 – Required Timelines for Condition of 
Participation (CoP) and Immediate Jeopardy (IJ) 


 



http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF-IID%20chart.pptx

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf
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3.  Forty-Fifth Calendar Day - If the facility has made a credible allegation of compliance for 
CoPs, (see Chapter 16C7) the survey team conducts a revisit to determine whether 
compliance or acceptable progress has been achieved. Only two revisits are 
permitted; one within the first 45 calendar days and one between the 46th and 90th 
calendar days. (Note – The facility can request a revisit at any time until the 90th day.) If 
the facility fails to make a credible allegation, no revisit is necessary. The 90-day 
termination track continues.  


4.  Fifty-Fifth Calendar Day - If the facility is not able to gain compliance as noted in the 
PoC, the field manager notifies the facility that termination is recommended and alerts the 
State Medicaid Agency (HCA and/or CMS).  


5.  Sixtieth Calendar Day – Send a Denial of Payment for new admissions letter to the 
facility. The survey team has the opportunity to impose other alternate remedies in 
conjunction with the DPNA.  See Chapter 16D for details.  


     The facility has the opportunity for informal hearing. A delay of the termination track is 
permissible; however, it can go no longer than 120 days.  


6.  Sixty-Fifth Calendar Day - Within 65 calendar days following the date of survey, HCA 
and/or CMS determines whether survey findings continue to support a determination of 
noncompliance for CoPs.  


 
7.  Seventieth Calendar Day – HCA and/or CMS sends an official termination notice to the 


facility and the public. Notices must appear at least 15 calendar days before the effective 
date of termination.  


  


8. Ninetieth Calendar Day – Noncompliance of CoPs at 90 days proceeds to termination. It 
can take effect in fewer than 90 calendar days if required procedures are completed.  


 
NOTE: All timeframes are maximum.  HCA and/or CMS may terminate more quickly as 


long as the regulatory requirements for notification of the public and facility are 
satisfied. 
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Abbreviated Condition of Participation (CoP) Timeline Grid: 


 
 


Surveys with IJ Findings:  23-Day Termination Procedure  
IJ Chart 1 and IJ Chart 2 – Visual Flow Chart 
 
1.  Date of Survey - The date of the survey is the date on which the entire survey is 


completed, regardless of when the exit conference is held. The survey team will provide 
the facility a copy of the completed IJ template.  


 2.  Second Working Day – The survey team will compose the SOD and submit it to the 
facility no later than 2 working days following the survey date.   


Field Manager (or designee) will: 
 a. Telephone HCA and/or CMS informing them that the state agency is    certifying 


noncompliance and that an immediate jeopardy exists; and  
 b. Notify the facility in person if possible (or by overnight express mail, FAX or e-mail) of its 


deficiencies and inform the facility you are recommending termination to HCA and/or 
CMS, which will issue a formal notice. The notice advises the facility of its right to due 
process, the expected schedule for termination action, and that the survey team must 
verify the corrected deficiency to halt the termination.  


 3.  Third Working Day – The field manager or designee will forward all supporting 
documentation to HCA and/or CMS (e.g., statement of deficiencies, correspondence, 
contact reports). Forward the information by overnight mail to assure that HCA and/or 
CMS receives it in time to meet the 5-working-day deadline. Upon receipt of the 
information, HCA and/or CMS reviews the documents and makes its determination of 
noncompliance.  


 4.  Fifth Working Day – HCA and /or CMS notify the facility and the public of the proposed 
termination action by the most expeditious means available.  A press release to the radio 
and television stations serving the area in which the facility or institution is located is 
acceptable if a newspaper notice is unable to arrange so in the allotted time. At least two 


a. 
Date of Survey - The date of the survey is the date on which the entire survey is 
completed, regardless of when the exit conference is held.  
(SOM Chapter 3 section 3010B) 


b.  
IJ – 2nd Working Day – IJ SOD delivery no later than 2 working days following the 
survey date. (Appendix Q - IJ & SOM Chapter 3 section 3010B) 


c.  10th Working - Day send SOD with COP cover letter. 


d.  
IJ – 23rd Calendar Day – Termination takes effect unless IJ removed prior to 23rd 
day. (Appendix Q - IJ & SOM Chapter 3 section 3010B) 


e.  45TH Calendar Day – If Credible Allegation received, conduct 1st revisit survey 


f.  46th to 90th – 2nd opportunity for revisit survey  


g.  
55th Calendar Day - If compliance has not been achieved, forward documentation to 
HCS and/or CMS. Notify facility that termination is recommended  


h.  
60th Calendar Day Denial of Payment Letter and opportunity for informal hearing.  
(SOM Chapter 3 section 3006C) 



http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF-IID%20chart%202.pptx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF-IID%20chart%203.pptx

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/QSO19-09-ALL.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/QSO19-09-ALL.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf
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calendar days prior to the effective date of termination, send notice. (See 42 CFR 
488.456(c)) 


 5.  Tenth Working Day – For any non-IJ deficiencies found during the same survey or 
investigation, (standard/key level), compose 2567 with those deficiencies and forward 
copies to the facility, HCA and/or CMS within ten working days. Include information on 
the ASPEN 000 page.  


 6.  Twenty-Third Calendar Day - The termination takes effect unless the facility removes 
the threat.  If the threat has been removed, but deficiencies still exist at the Condition 
level, give the facility up to 67 more calendar days, or 90-calendar day’s total (23 plus 67) 
to fix the issues. These dates are maximum times.  


  
Considerations: 
     If HCA and/or CMS disagrees with the survey findings, based upon its review of the 


documentation, HCA and/or CMS discusses the results of the review with the survey 
team and solicits further evidence to support the survey team’s recommendation. HCA 
and/or CMS confers with the survey team as to the appropriate action to take.   


 
     Should HCA and/or CMS and the survey team fail to agree that an immediate jeopardy 


exists, HCA and/or CMS conducts a revisit with the survey team and together they 
ascertain if immediate jeopardy to the Client’s health and safety exists or removed. If the 
HCA and/or CMS and the survey team agree that an immediate jeopardy exists, no revisit 
is necessary by HCA and/or CMS. Federal surveyors base the determination of IJ on an 
onsite determination. Under no circumstances should HCA and/or CMS reverse a survey 
team recommendation that an immediate jeopardy has been removed or not removed.  


  
     If the facility fails to submit an IJ removal plan, HCA and/or CMS terminates the ICF/IID 


facility with an immediate jeopardy situation within the above time limits. 
 
If either CoP or IJ (or both) are identified, the Surveyor/Complaint Investigator will: 
1.  Conduct recertification and revisit surveys as determined by the FM. 
2. Confer with the FM on findings and enforcement recommendations. 
3. If IJ is determined, complete the IJ template and give a copy to the facility at the exit. 


Refer to the above timelines as needed for specific situations and see Chapter 16C6 for 
details on IJs. 


4.  Document findings on CMS Form 2567 (and/or CMS Form CMS Form 2567B) and 
complete ASPEN entries. 


 
Field Manager will: 
1   If there is an IJ, work with the team to determine if, the facility can immediately remove 


the IJ or if it warrants a 23-day termination action. Consult with the office chief, HCA 
and/or CMS to ensure they support the IJ and 23-day termination action or alternative 
sanctions. During this call, discuss plans and timeframes to ensure you are all in 
agreement. Consultation for CoPs not met is not required however, when in question; 
make sure the consultation occurs, particularly if you are recommending alternative 
sanctions.  



https://www.govinfo.gov/content/pkg/CFR-2018-title42-vol5/pdf/CFR-2018-title42-vol5.pdf

https://www.govinfo.gov/content/pkg/CFR-2018-title42-vol5/pdf/CFR-2018-title42-vol5.pdf

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Initial%20Comments%20-%20Example.doc

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567B.pdf
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2. If there are IJ’s or CoPs not met during the revisit survey, notify HCA and/or CMS as the 
state may extend the compliance deadline for up to 90 days. At this point, working with 
the office chief, compose a letter to the facility director of the termination process and 
requirements.  


3.  In lieu of the termination agreement, the state can impose one or more sanctions (only in 
the absence of an IJ). See Medicaid State Plan Amendment 2016 and 08/01/2018 
Amendment under XIX of the Social Security Act. Discussions with HCA and/or CMS are 
ongoing as needed. Initiate recommendations for remedies. Refer to chapter 16D for 
details. 


4.   Determine the possibility of a revisit for key/standard deficiencies to ensure compliance. 
Consider the nature of the citation, facility history of compliance and other extenuating 
circumstances. 


5.   Ensure completion of the CMS Form CMS Form 2567B.  


Surveyor/Complaint Investigator will: 
1. Conduct revisits as determined by the FM. 
2. If an enforcement action is initiated and the surveyor/complaint investigator discovers 


new information not related to existing examples in the existing SOD, a new SOD is 
developed. 


 
Administrative Assistant 3 will: 
1.  Complete documentation in the Tracking Tool Surveys and Citations. 
2.  Mail letters/documents as determined from ASPEN. 
3. Complete Survey and Complaint Investigation Tracking Cover sheet, Attachment CC.  
 
Quality Assurance Review 
1. Review this procedure for accuracy and compliance at least every two years. 
 


Back to Top 


 


Change Log                             
 


 


 


 


 


 


 


 


 



https://www.hca.wa.gov/assets/ICF-IID-Sanctions-Medicaid-State-Plan-Amendment-16-0024-Public-Notice.pdf

https://www.hca.wa.gov/assets/program/18-0014-TemporaryManagementOfFacilitiesApprovalPkt-8-14-18.pdf

https://www.hca.wa.gov/assets/program/18-0014-TemporaryManagementOfFacilitiesApprovalPkt-8-14-18.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567B.pdf

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF%20Tracking%20tool%20Surveys%20and%20Citations.pdf

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42144
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Background 


Following the survey process and if the facility is out of compliance with a CoP, IJ or is in 
Denial of Payment status (onetime denial of payment for new admissions for a period of up 
to 11 months after the month it was imposed), the facility can submit a Credible Allegation of 
Compliance letter, if they have corrected the deficiencies. The survey team will revisit the 
facility to determine if the facility is in compliance.  
 
Credible Allegation of Compliance 
A credible allegation is a statement, letter or documentation that:  


• Is realistic in terms of the possibility of the corrective action being accomplished 
between the exit conference and the date of the allegation; and  


• Indicates resolution of the problem(s).  
 
Only compliance can stop a termination action with the exception of alternate sanctions. This 
action applies only for citations of CoP, IJ or if the facility is in Denial of Payment status. 
 
Procedure 


Surveyor/Complaint Investigator will: 
1.  Conduct revisits according to the directive of the field manager. 
2.  Complete documentation in ASPEN as indicated, according to the findings. 
 
Field Manager will: 
1.  Review Credible Allegation of Compliance letter for required elements. 
2.  Maintain contact with RCS director, office chief and HCA and/or CMS regarding the   


determination of the second re-visit. See chapter 16C4 for details. 
3.  If the survey team conducts a CMS approved second revisit, forward all supporting 


documentation of compliance/noncompliance to HCA and/or CMS immediately following 
the revisit. 


4.  If the facility makes an additional credible allegation that, they corrected deficiency in an 
earlier revisit or between the 46th and 90th calendar day prior to the effective date of 
termination, notify HCA and/or CMS by telephone. Submit all evidence or documentation 
regarding the facility’s allegation and its recommendation regarding the facilities alleged 
compliance. HCA and/or CMS makes a determination whether a second revisit is 
appropriate. 


5.  Initiate recommendation for further enforcement action when the facility is unable to 
comply with the plan of correction stated in the Credible Allegation of Compliance Letter. 


6.  For standard/key level citations, consider revisits to determine compliance as stated on 
the PoC. 
 


Chapter 16C7 – Credible Allegation of Compliance 
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Administrative Assistant 3 will: 
1. Complete documentation of the facility activity in the Tracking Tool Surveys and Citations. 
2. Mail letters/documents as determined from ASPEN. See #4 above. 
3. Complete Survey and Complaint Investigation Tracking Cover sheet, Attachment CC. 


 
Quality Assurance Review 
1. Review this procedure for accuracy and compliance at least every two years. 


 
Back to Top                                                             
 
Change Log 
 


 
 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 



http://intra.altsa.dshs.wa.gov/rcs/icfiidforms.htm

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42144
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Background 


     When a facility disputes a finding in a Statement of Deficiency (SOD), they have the 


opportunity to request an informal hearing though the RCS Informal Dispute Resolution 


(IDR) Unit within 10 calendar days of receiving the SOD. The IDR Department will review 


and research requests, meet with the department staff and the facility to determine an 


answer to a disputed finding. If further disputes continue, formal hearings remain an 


option.     


Procedure 


A. Informal review for facilities 


1.   If the facility requests an informal review, follow the RCS IDR process outlined in Chapter 


22, Informal Dispute Resolution (IDR). An informal review includes— 


(a) The opportunity for the facility to present evidence or documentation, in writing or in 


person, to refute the decision that the facility is out of compliance with the standards 


and/or conditions of participation for the ICF/IID.  


(b) A written decision setting forth the factual and legal bases pertinent to a resolution of 


the dispute. 


2. If the decision of the informal review is to uphold the findings, the survey team proceeds 


to regular deficiency procedure. If the finding is overturned, the IDR Unit will revise the 


SOD in ASPEN.   


 


B. Informal Hearing  


1.  This is determined at the RCS Director, or appointee level. 


2.  Given the complexity of facility enforcement processes, the following grid outlines the 


opportunity for informal hearings according to the State Operating Manual (SOM Chapter 


3).  


3.  Informal hearing opportunities are highlighted in BOLD for deficiencies at CoP and IJ 


levels pending termination. 


 


 


 
 
   


Chapter 16C8 – ICF/IID Informal review (IDR), Informal 
reconsideration/Formal Hearing 



https://www.dshs.wa.gov/sites/default/files/ALTSA/rcs/documents/SOP/Informal%20Dispute%20Resolution.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf
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Appeal Fast Track Termination 


(IJ not removed) 


Appeal Termination or  


Non-Renewal  
(No IJ or IJ Removed) 


Appeal Denial of Payments for 


New Admissions 
(No IJ or IJ Removed) 


DSHS must begin termination of 
provider agreement if there is an IJ.(42 
CFR 442.117)  DSHS gives provider up 
to 23 days to remove I.J.  SOM Chapter 
3 section 3010.  Provider must be given 
an informal reconsideration prior to 


termination. (42 CFR 431.153(e)) 


 1. If the provider is unable to remove 
I.J. by given date , then  
a) the contract will be terminated on the 
date set;  
  b) FFP will be continued for 30 days if 
residents are being relocated (42 CFR 
441.11); and 
  c) an evidentiary hearing must be 


held no later than 120 days after the 
termination date. (42 CFR 431.153)*  


* (A hearing before the state Office of 
Administrative Hearings.) 


2. If, prior to the termination date, the 
provider removes the serious and 
immediate threat, but a condition of 
participation is still not met, then 
  a) the termination date can be 
extended for up to 67 days (SOM 
Chapter 3 section 3010) ; or 
  b) the denial of payments process can 
be initiated (42 CFR 442.118). 


DSHS must begin termination or 
nonrenewal if provider does not 
meet conditions of participation. (42 
CFR 442.117)   If I.J. does not 
exist, or the I.J. has been removed, 
provider is given up to 90 days to 
correct condition level deficiencies 


(SOM Chapter 3 section 010)    


The provider may appeal the 


termination and is entitled to an 
evidentiary hearing, which must 


be completed within 120 days of 
the termination. (42 CFR 431.153) 


If agreement will be terminated 
prior to the hearing, an informal 
reconsideration must be provided 


before the termination. (42 CFR 


431.153) 


FFP is available after termination, 
pending the appeal, provided that 


an I.J. does not exist. FFP will end 
 1) on the date ALJ upholds 
decision or  


2) 120 days after termination, 
whichever occurs earlier. (42 CFR 
442.40) In both cases, 30 days of 
additional FFP are available under 
(42 CFR 441.11).   


      


The provider is given up to 60 days 
from survey date to correct.  If not 
corrected by the specified date, 
DSHS must give the provider notice 
of intent of deny payment for new 
admissions, and of right to an 
informal hearing before a "State 


Medicaid Official."  (42 CFR 
442.118; SOM Chapter 3 section 
3060C.) 


If the provider does not request an 
informal hearing, the denial of 


payment takes effect immediately.  
If the denial of payment is upheld 
following the informal hearing, the 


facility and the public must be given 
15 days' notice of intent to impose 
the remedy.  (42 CFR 442.118; 


SOM Chapter 3 section 3006C.) 


A denial of payment can be   
imposed for up to 11 months. (Can 
be lifted if provider is in compliance 
or is making a good faith effort) (42 
CFR 442.118) 


If the facility is not in substantial 
compliance at the end of the 11 
months, then the facility must be 
terminated and is entitled to an 
evidentiary hearing. (42 CFR 


442.119) 


 
Field Manager will:  
1.  Notify staff involved with the survey citation in question, that the facility has filed an IDR 


review or hearing request. 
2.  Retrieve documents relevant to survey citation in question for review. 
3.  Provide survey team representation during the informal review and/or informal hearing, 


outlining the reason for the cited deficiency. 
4.  Notify staff of the IDR findings. The IDR unit will adjust the SOD documentation in ASPEN 


as required. 
5.  Request training or clarification from headquarters as needed. 
6.  At the request of formal hearings, consult with the office chief and RCS director.  
7.  Monitor status of findings and provide expert witness as appropriate. 


 
Administrative Assistant 3 will: 
1.  Document findings and actions on the Tracking Tool Surveys and Citations. 
2.  Send letters to provider as required. See ASPEN for templates. 
3.  Complete Survey and Complaint Investigation Tracking Cover sheet, Attachment CC. 



https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c03.pdf

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.govinfo.gov/app/collection/cfr/2018/title42

https://www.govinfo.gov/app/collection/cfr/2018/title42

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF%20Tracking%20tool%20Surveys%20and%20Citations.pdf

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42144
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Quality Assurance Review 
1.   Review this procedure for accuracy and compliance at least every two years. 
 
 


Back to Top                                                        
 
Change Log 
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Overview 


CMS interprets IJ to mean a situation in which immediate corrective action is necessary 
because the facilities noncompliance with one or more Conditions of Participation (PoC) has 
caused, or is likely to cause, serious injury, harm, impairment, or death to a Client receiving 
care in a facility. See Appendix Q - IJ. 
 
The facility must accurately identify the situation, thoroughly investigate, and resolve it as 
quickly as possible. In addition, noncompliance cited at IJ is the most serious deficiency type, 
and carries the most serious sanctions for facilities. An IJ situation is one that is clearly 
identifiable due to the severity of its harm or likelihood for serious harm and the immediate 
need for correction to avoid further or future serious harm.  
 
There are identified triggers that can assist in considering IJ. Triggers describe situations that 
may cause the surveyor to consider if further investigation will determine the presence of IJ. The 
listed Appendix Q Triggers do not automatically equal IJ. The team must investigate and use 
professional judgment to determine if the situation has caused or is likely to cause serious harm, 
injury, impairment or death. 
 
3 Core Components of IJ  
 


1. Noncompliance: 
      An entity has failed to meet one or more federal health, safety, and/or quality regulations; 


the survey team should also identify, to the best of their ability, when the IJ began. This 
means determining at what point the entity’s noncompliance made serious injury, serious 
harm, serious impairment, or death occur or likely to occur. Duration of IJ is dependent on 
the nature and extent of noncompliance and the recipients at risk. Often, a serious 
adverse outcome is identified in an event or incident. However, the survey team’s 
investigation should seek to determine how long the IJ has existed, which may be prior to 
the event or incident.  


 
     The duration of the IJ does not automatically end, even if the Client is no longer in danger 


by the noncompliance (e.g., Client is no longer in the facility or has expired). The survey 
team must determine if the noncompliance continues to create a likelihood for serious 
injury, serious harm, serious impairment, or death for any other recipients. 


  
2. Serious Adverse Outcome or Likely Serious Adverse Outcome:  
     As a result of the identified noncompliance, serious injury, serious harm, serious 


impairment or death has occurred, is occurring, or is likely to occur to one or more 


Chapter 16C9 – ICF/IID Immediate Jeopardy (IJ)  Determination 
and Process 



https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/QSO19-09-ALL.pdf

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Appendix%20Q%20Triggers.docx
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identified Clients at risk; this serious adverse outcome may be physical, mental, and/or 
psychosocial in nature. The surveyor will use evidence gathered during observations, 
interviews and/or record reviews to support the assertion that the Client has suffered a 
serious adverse outcome as a result of the identified noncompliance. Only one Client 
needs to have suffered or be likely to suffer a serious adverse outcome for IJ to exist. 
Consider a serious adverse outcome when the noncompliance has caused death, loss of 
a limb, or permanent disfigurement. To determine if there is a likelihood of a serious 
adverse outcome, the surveyor/survey team uses their professional judgment, taking into 
account the nature and scope of the identified noncompliance, the particular 
vulnerabilities of the Clients at risk, and any other relevant factors to determine whether 
serious harm will likely occur if no corrective action or inadequate action is taken. 


 
     Serious adverse outcomes may not always effect physical functioning, but may have an 


effect on mental or psychosocial functioning (e.g., noncompliance that causes a Client to 
suffer psychosocial harm, such as from sexual abuse).  


 
     Consider IJ when noncompliance causes a Client to experience avoidable pain that is 


excruciating, and more than transient in nature. Consider pain avoidable when there is a 
failure to assess, reassess, and/or take steps to manage the recipient’s pain. IJ exists not 
only when a facility’s noncompliance has caused or is likely to cause serious injury, 
harm, impairment or death. Determine if there is no immediate action taken, could one 
reasonably expect a serious adverse outcome.  


 
Psychosocial/Mental Harm and using the Reasonable Person Concept:  
Noncompliance rising to the level of IJ may also affect the Client’s mental or 


psychosocial well-being. Some situations in which the psychosocial outcome to the 
Client may be difficult to determine. Consider if a reasonable person in a similar 
situation could expect to experience a serious adverse outcome because of the 
same noncompliance.  


 
3. Need for Immediate Action:  
     The noncompliance creates a need for immediate corrective action by the facility to 


prevent serious injury, serious harm, serious impairment or death from occurring or 
recurring. When noncompliance causes a serious adverse outcome or creates the 
likelihood that a serious adverse outcome will occur, the facility must take immediate 
corrective action to prevent the serious injury, serious harm, serious impairment or death 
from occurring or recurring. Even if the Client has been removed from the situation, e.g., 
transferred to acute care, discharged, or has died, immediate action must be taken to 
remove the systemic problems, which contributed to, caused, or were a factor in causing 
the serious adverse outcome, or making such an outcome likely.  


 
      IJ exists when the facility’s noncompliance has caused (or created the likelihood of) 


either serious injury, serious harm, serious impairment, or death, and creates the need 
for immediate action so that the serious adverse outcome will not occur, or recur.  
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Procedure - Systematic approach to determining if an IJ exists 


 
Surveyor/Complaint Investigator will: 
1     Document activities on Surveyor Notes, Attachment V and provide a copy of Vulnerable 


Adult Statement of Rights (VASOR) DSHS 16-234A for ICF/IIDs that are RHCs (Rainier 
School, Lakeland Village and Fircrest) or DSHS 16-234 for non-RHC ICF/IIDs when 
interviewing Clients for abuse, neglect or mistreatment (documenting if the VASOR was 
given or not and the reasons in the working papers). The documentation should include the 
full name of the person interviewed. Include the time and date of the interview. Indicate any 
witnesses present.   


2.  When unable to discern the Client’s response to a facility’s noncompliance, attempt to 
interview the Client’s family, or other individuals involved in the Client’s life to determine 
how the Client reacted or would have reacted to the noncompliance. If unable to conduct 
interviews with the family or representative, apply a reasonable person approach. 


3.  Meet as a team.  
4.  Refer to Appendix Q - IJ guidelines as needed. 
5.  Share collected data.  
6.  If the case involves a potential criminal action, the surveyor should be aware to preserve any 


physical evidence for law enforcement agencies. 
7.  Contact the Field Manager (FM) to inform the status of the finding. 
8.  Proceed to validate the gathered information with facility staff. Consider the facilities response 


to any harm or potential harm that meets the definition of IJ. 
9.  Identify and clarify any inconsistencies or contradictions between interviews, observations 


and record reviews.  
10. Determine the specific Federal regulation for the situation.  
11. Use the IJ Template to document evidence of each component of the IJ. The IJ Template 


conveys information to the facility. Any information presented on this template is subject 
to change and does not reflect an official finding against a Medicare provider or supplier. 
CMS Form 2567 is the only form that contains official survey findings of the IJ.  


12. In order for IJ to exist, the survey team must answer “Yes” to all three components and 
provide a preliminary fact analysis in the right hand column to support their determination 


.  
i. Likely/Likelihood means the nature and/or extent of the identified noncompliance 


creates a reasonable expectation that an adverse outcome resulting in serious injury, 
harm, impairment, or death will occur if not corrected.  


ii. Noncompliance means failure to meet one or more federal health, safety, and/or 
quality regulations.  


iii. Recipient at Risk is a Client who, because of noncompliance, and in consideration 
of the Clients physical, mental, psychosocial or health needs, and/or vulnerabilities, is 
likely to experience a serious adverse outcome. Serious injury, serious harm, serious 
impairment or death are adverse outcomes which result in, or are likely to result in:  


• Death; or  
• A significant decline in physical, mental, or psychosocial functioning, or  
• Loss of limb, or disfigurement; or  



http://forms.dshs.wa.lcl/formDetails.aspx?ID=42139

http://forms.dshs.wa.lcl/formDetails.aspx?ID=17939

http://forms.dshs.wa.lcl/formDetails.aspx?ID=11771

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/QSO19-09-ALL.pdf

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/IJ%20Template%20draft.docx

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf
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• Avoidable pain that is excruciating, and more than transient; or  
• Other serious harm that creates life-threatening conditions.  


 


13. Identification of IJ will be made while onsite. With confirmation of the IJ by the field 
manager, complete the IJ Template. Use one IJ Template for each tag considered at IJ 
level. Use evidence gathered from observations, interviews, and record reviews to 
carefully consider each component of the IJ outlined in the left-hand column of this IJ 
Template. 


14. Notify the facility administration of the IJ with a clear and concise finding written on the IJ 
Template. Note the date and time that the facility received the form at the top of page 
two. In most cases, this will be before the exit conference or deliver the notice describing 
the IJ to the facility no later than 2 days of the end of the survey.  After the survey ends, 
review and discuss the findings and document on the CMS Form 2567. 


15. If official notification of all deficiencies, i.e., CMS Form 2567, was not given on the second 
day, send a completed CMS Form 2567 to the facility by the tenth working day. If an IJ was 
identified after the survey team has exited the premises (which is rare), the survey team 
must return to the facility to validate the finding using the IJ Template. 


16. Report any criminal act to the local law enforcement agency. The facility should be 
encouraged to make the report. The facility should begin immediate removal of the risk to 
Clients, and immediately implement corrective measures to prevent repeat Jeopardy 
situations. 


17. Findings are always preliminary (until recorded on CMS form 2567), whether the IJ is 
removed or not. Refer to SOM Chapter 2, Section 2724.  


18. Approval of the Removal Plan Determine if implemented appropriately, would the 
removal plan remove the likelihood that serious harm will occur, or recur. Approving the 
written removal plan does not mean the IJ is removed.  


 
The facility’s removal plan must:  


•    Identify those Clients who have suffered, or are likely to suffer, a serious 
adverse outcome as a result of the noncompliance; and  


•    Specify the action the facility will take to alter the process or system 
failure to prevent a serious adverse outcome from occurring or recurring, 
and when the action will be complete. Notify the FM of all of the 
elements of the removal plan. 


 


19. IJ Removal Confirmation of IJ removal is verified onsite after approval of the facility’s 
removal plan and implementation. Closely verify through observation, interview, and 
record review, that all actions the facility took were effective in removing the likelihood 
that serious injury, serious harm, serious impairment or death would occur or recur. 
Removal of IJ means that the facility took immediate action to prevent a serious adverse 
outcome from occurring or recurring.  
 
Even if the facility implements the removal plan prior to the exit conference of the original 
survey in which IJ was cited, the IJ continues until an onsite revisit verifies the date that IJ 



http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/IJ%20Template%20draft.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/IJ%20Template%20draft.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/IJ%20Template%20draft.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/IJ%20Template%20draft.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/IJ%20Template%20draft.docx

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/IJ%20Template%20draft.docx

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107c02.pdf
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was removed. During onsite revisit surveys, verify that that the facility implements all 
elements of the removal plan.  
 
With the implementation of the removal plan, and all elements of the removal plan 
eliminated, is on the date determined that actions taken were completed in a manner that 
eliminates the likelihood of serious injury, serious harm, serious impairment, or death.   


Removing the IJ does not ensure that substantial compliance has been achieved. With 
confirmation of the removal of the IJ, issue a completed CMS Form 2567 and request a 
plan of correction that achieves substantial compliance. 


 
 20. IJ Removed, Deficient Practice Corrected When IJ has been identified and removed 


during the current survey or the revisit, ensure the core components of IJ and the actions 
taken by the entity to remove the IJ are documented on the CMS Form 2567. See 
ASPEN 0000 page guidelines. The documentation must identify and describe the 
following information:  


• The date the IJ began (the date facility’s noncompliance caused a serious 
adverse outcome, or made a serious adverse outcome likely), if known;  


• The date the facility was notified;  
• The specific requirement violated, including a description of the noncompliance 


and the serious adverse outcome that occurred, or was likely to occur;  
• Identification of Client(s) affected or identified at risk of serious injury, harm, 


impairment, or death within the deficient practice statement;  
• Date when the IJ was removed, as confirmed by an onsite verification.  
• A statement of the seriousness of the remaining noncompliance, if any (i.e. 


Condition/Standard level).  
21. IJ’s that are not removed begin the 23-Day termination procedure (For detailed timelines, 


see Chapter 16C6) 
 
Field Manager: 
1.  Notify the office chief and HCA and/or CMS immediately when there is any situation 


involving the likelihood of life threatening risk to a Client (imminent risk, imminent harm) 
and/or when the survey team recommends a denial order prohibiting admissions.   


2.  Ensure staff understand the IJ procedures and correct documentation on the IJ Template 
and CMS Form 2567 procedures. 


3.  Evaluate and approve the facilities removal plan. 
4.  Initiate recommendation for enforcement action when the facility is unable to comply with 


the plan of correction requirements for the CoP.  
 
Administrative Assistant 3: 
1. Document on the Tracking Tool Surveys and Citations the survey activities.  
2. By the Second Working Day – Deliver the written notice describing the IJ to the facility 


no later than 2 days of the end of the survey. If the official notification of all deficiencies 
(CMS 2567) was not given on the second day, send a completed SOD on the CMS form 
2567 to the facility on the tenth working day. 



https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/Initial%20Comments%20-%20Example.doc

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/IJ%20Template%20draft.docx

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF%20Tracking%20tool%20Surveys%20and%20Citations.pdf
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3. By the Third Working Day – Upon request, forward all supporting documentation to the 
HCA and/or CMS. Forward the information by overnight mail to assure that the HCA and/or 
CMS receives it. Upon receipt of the survey information, the HCA and/or CMS reviews the 
documents and makes its determination of noncompliance.  


4. On the Tenth Working Day - If notification of the IJ deficiencies was only sent on the second 
working day to the facility and HCA/CMS, and there are other, non IJ deficiencies found 
during the same survey or investigation, (standard/key level), send the composed CMS 
Form 2567 with those deficiencies to the facility and forward copies to HCA and/or CMS 
within ten working days.  


5. Complete Survey and Complaint Investigation Tracking Cover sheet, Attachment CC.  
Retain a copy for records.  


Quality Assurance Review 
1. Review this procedure for accuracy and compliance at least every two years. 
 
 
 
 
 
 
 
 
 
 
 
 
 
Back to Top                                                          
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https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567.pdf

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42144
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 AC (1, 2, 3) – Attendant Counselor  


 ACM – Attendant Counselor Manager  


 ATP – Adult Training Program  


 ATS – Adult Training Specialist  


 BRF – Behavior Reporting Form  


 BRT – Behavior Response Team  


 CFA – Comprehensive Functional Assessment  


 Clt – Client  


 DCS – Direct Care Staff  


 DDA (1, 2) – Developmental Disabilities Administrator  


 DON – Director of Nursing  


 GER – General Event Report (incident report for the small facilities)  


 HPA – Habilitation Program Administrator  


 HRC – Human Rights Committee  


 HSS – Health Services Supervisor  


 ICP – Ice Cream Parlor  


 IDT – Interdisciplinary Team  


 IHP – Individual Habilitation Plan  


 IPP – Individual Program Plan  


 IR – Incident Report  


 ISC – Individual Support Counselor  


 LN – Licensed Nurse  


 LV – Lakeland Village  


 OT – Occupational Therapist  


 PA – Psychology Associate  


 PAT – Program Area Team  


 PBSP – Positive Behavior Support Plan  


 POC – Plan of Correction  


 Psych – Psychologist  


 PT – Physical Therapist  


 QA – Quality Assurance  


 QIDP – Qualified Individual Disabilities Professional  


 RN – Registered Nurse  


 RSC – Residential Services Coordinator  


 SOD – Statement of Deficiencies  


 1:1 - one staff to one Client ratio for supervision of the Client  


          Back to Top    Change Log  
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• Principles of Documentation POD writing requirements.  


• Vulnerable Adult Statement of Rights Form. (VASOR)  


DSHS 16-234A for CCRSS (Supported Living) and ICF/IID that are RHCs (Rainier 


School, Lakeland Village and Fircrest).   


DSHS 16-234 for all other settings (NH, AFH, ALF, ESF, non-RHC ICF/IIDs).   


• CMS Statement of Deficiencies and Plan of Correction CMS form 2567  


• Corrected Citations CMS form 2567B  


• ICF/IID Survey Report CMS form 3070G  


• ICF/IID Deficiencies Report CMS form 3070H  


• Survey Work Hours 670 Hours MB  


• Appendix J   


• Appendix Q  


• IJ Triggers  


• Reporting Grid  


• ICF/IID Locator  


• Adult Protective Services o Phone: 1-877-734-6277  o TTY: 1-800-672-7091  o 


Fax: 1-360-664-9103   


o See map: Google Maps, Yahoo! Maps, MapQuest  


• Long Term Care Ombuds o Email address: ombudspt@localaccess.com  o Phone: 


360-943-6018  o Fax: 360-736-1997   


o See map: Google Maps, Yahoo! Maps, MapQuest  


o DDA Ombuds  


• ALTSA Headquarters Staff Phone Numbers  


  


         Back to Top                                         
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 Appendix A2 – Principles of Documentation and Resources 



http://forms.dshs.wa.lcl/formDetails.aspx?ID=11771

http://forms.dshs.wa.lcl/formDetails.aspx?ID=11771

http://forms.dshs.wa.lcl/formDetails.aspx?ID=17939

http://forms.dshs.wa.lcl/formDetails.aspx?ID=17939

http://forms.dshs.wa.lcl/formDetails.aspx?ID=17939

http://forms.dshs.wa.lcl/formDetails.aspx?ID=17939

http://forms.dshs.wa.lcl/formDetails.aspx?ID=11771

http://forms.dshs.wa.lcl/formDetails.aspx?ID=11771

http://forms.dshs.wa.lcl/formDetails.aspx?ID=11771

http://forms.dshs.wa.lcl/formDetails.aspx?ID=11771

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms2567.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567B.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS2567B.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS3070G.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS3070G.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS3070G.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS3070H.pdf

https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS3070H.pdf

http://intra.altsa.dshs.wa.gov/docufind/MB/RCS/RCSMB2018/R18-050%20-%20Calculating%20Uncertified%20Staff%20Time%20on%20CMS%20Form%20670%20(NH,%20ICF-IID).doc

http://intra.altsa.dshs.wa.gov/docufind/MB/RCS/RCSMB2018/R18-050%20-%20Calculating%20Uncertified%20Staff%20Time%20on%20CMS%20Form%20670%20(NH,%20ICF-IID).doc

http://intra.altsa.dshs.wa.gov/docufind/MB/RCS/RCSMB2018/R18-050%20-%20Calculating%20Uncertified%20Staff%20Time%20on%20CMS%20Form%20670%20(NH,%20ICF-IID).doc

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_j_intermcare.pdf

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/som107ap_j_intermcare.pdf

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/QSO19-09-ALL.pdf

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertificationGenInfo/Downloads/QSO19-09-ALL.pdf

https://teamshare.dshs.wa.gov/sites/rcs/PTQA/Shared%20Documents/Policy%20Program/ICF-IID/ICF.IID%20SOP/IJ%20TRIGGERS.docx

https://teamshare.dshs.wa.gov/sites/rcs/PTQA/Shared%20Documents/Policy%20Program/ICF-IID/ICF.IID%20SOP/IJ%20TRIGGERS.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF-IID%20Reporting%20Grid.docx

http://intra.altsa.dshs.wa.gov/rcs/documents/ICFIID/ICF-IID%20Reporting%20Grid.docx

https://fortress.wa.gov/dshs/adsaapps/lookup/ICFIIDLookup.aspx

https://fortress.wa.gov/dshs/adsaapps/lookup/ICFIIDLookup.aspx

http://maps.google.com/?q=%2C+%2C+%2C+%2C+us

http://maps.google.com/?q=%2C+%2C+%2C+%2C+us

http://maps.yahoo.com/maps_result?addr=&country=us

http://maps.yahoo.com/maps_result?addr=&country=us

http://maps.yahoo.com/maps_result?addr=&country=us

http://maps.yahoo.com/maps_result?addr=&country=us

http://www.mapquest.com/maps/map.adp?searchtype=address&country=US&address=&city=&state=&zipcode=

http://www.mapquest.com/maps/map.adp?searchtype=address&country=US&address=&city=&state=&zipcode=

http://maps.google.com/?q=+3321+Cooks+Hill+Road%2C+Centralia%2C+%2C+98531%2C+us

http://maps.google.com/?q=+3321+Cooks+Hill+Road%2C+Centralia%2C+%2C+98531%2C+us

http://maps.yahoo.com/maps_result?addr=+3321+Cooks+Hill+Road&csz=98531&country=us

http://maps.yahoo.com/maps_result?addr=+3321+Cooks+Hill+Road&csz=98531&country=us

http://maps.yahoo.com/maps_result?addr=+3321+Cooks+Hill+Road&csz=98531&country=us

http://maps.yahoo.com/maps_result?addr=+3321+Cooks+Hill+Road&csz=98531&country=us

http://www.mapquest.com/maps/map.adp?searchtype=address&country=US&address=+3321+Cooks+Hill+Road&city=Centralia&state=&zipcode=98531

http://www.mapquest.com/maps/map.adp?searchtype=address&country=US&address=+3321+Cooks+Hill+Road&city=Centralia&state=&zipcode=98531

http://intra.altsa.dshs.wa.gov/docufind/MB/RCS/RCSMB2018/R18-018%20-%20DD%20Ombuds%20Office.doc

http://intra.altsa.dshs.wa.gov/docufind/MB/RCS/RCSMB2018/R18-018%20-%20DD%20Ombuds%20Office.doc

https://fortress.wa.gov/dshs/adsaapps/contact/phonenumbers.aspx

https://fortress.wa.gov/dshs/adsaapps/contact/phonenumbers.aspx
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  Appendix A3 – Forms  
  


ICF/IID Forms   


• Recertification survey action plan, Attachment A   


• Complaint Allegation, Attachment AA   


• Survey hour tracking, Attachment B  


• Entrance conference attendance record, Attachment C  


• Survey/Complaint Investigation Tracking Cover sheet, Attachment CC  


• Required provider survey documents, Attachment D  


• Dignity and respect, Attachment DD  


• Sample selection, Attachment E  


• First hour observation report, Attachment F  


• Task 2 phase one, Attachment G  


• Task 2 phase two, Attachment H  


• Client sample interview/observation, Attachment I  


• Meal observation, Attachment J  


• Human resources BG check, Attachment K  


• Medication pass observation, Attachment L  


• Annual fire drill, Attachment M   


• Physical Environment Rainier E, Attachment N  


• Physical Environment Rainier C, Attachment O  


• Physical Environment Rainier A, Attachment P  


• Physical Environment Lakeland, Attachment Q  


• Physical Environment Fircrest, Attachment R  


• Physical Environment Rocky Bay, Attachment S  


• Team lead notes, Attachment T  


• Exit conference roster, Attachment U   


• ICF/IID Notes, Attachment V  


• Team Leader Focused Fundamental checklist, Attachment W  


• Team Leader Full survey checklist, Attachment X  


• Team Leader summary, Attachment Y  


• Complaint survey action plan, Attachment Z  


• Individual Workload  


• Complaint Checklist (for ISR)  


• SOD Review Checklist  


• Survey Certification Workload Report  


• IJ Triggers  


• ICF/IID Reporting Grid  


• Initial Comments - Standard Format Guidelines  



http://forms.dshs.wa.lcl/

http://forms.dshs.wa.lcl/

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42174

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42174

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42175

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42175

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42175

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42176

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42176

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42178

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42178

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42144

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42144

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42179

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42179

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42122

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42122

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42177

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42177

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42181

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42181

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42182

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42182

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42125

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42125

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42125

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42184

http://forms.dshs.wa.lcl/formDetails.aspx?ID=42184
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